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WHAT IS EFFECTIVE IN THE 
THERAPEUTIC PROCESS? 


A ROUND TABLE DISCUSSION 


BELLA S. VAN BARK, MODERATOR 


I FEEL HONORED by the privilege offered 
me to moderate this Round Table on the 
vitally important and significant topic, 
“What is Effective in the Therapeutic Pro- 
cess?” We do not intend to negate other 
sources from which a distressed person may 
gain help. However, this panel of psycho- 
analysts is specifically concerned with the 
kind of help which leads to effective ther- 
apy. True effectiveness would be reflected 
in personality change and growth. Can we 
arrive at tentative formulations regarding 
the forces which are derived from our clini- 
cal data? Can we clarify what actually tran- 
spires during the therapeutic process which 
results in a positive contribution toward 
the patient’s becoming healthier? How can 
we more effectively communicate our ex- 
periences to each other? These questions 
are of paramount importance for the pres- 
ent and future consideration of each one 
of us, both as they relate to the welfare of 
our patients and of psychiatry. 

In a general review pertaining to this 
subject, I was struck by the variety of fac- 
tors which were considered of primary 
importance in their contribution to effec- 
tiveness in the therapeutic process. Some 


therapists emphasize mainly the doctor-pa- 
tient relationship; others give centrality to 
the personality of the therapist, stressing 
the influence stemming from his philosophy 
of mental health and neurosis which de- 
termine the character of his participation 
and interest in the whole of the patient. 
Others put the activation of the construc- 
tive forces in the patient in the foreground; 
still others give predominance to the work- 
ing toward diminishing the destructive 
forces. Some attribute the weight of im- 
portance to the development of insight 
through helping the patient understand his 
dreams, relive his childhood memories and 
the timely use of valid interpretations. 
Some regard effectiveness as a reflection of 
a successful process of reeducation. Then . 
there are therapists who correlate effective- 
ness with helping the patient achieve a 
greater tolerance for anxiety and an in- 
crease in his ability to participate totally in 
conflict. Finally, some attribute the major 
position to creative emotional experiencing, 
which is considered corrective. 
We on this panel are well aware of 
the inherent constructive and creative po- 
tentials in every human being, as well as 
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the existence of a wide variety of theories 
and techniques regarding’ the therapeutic 
process. Since effective therapy is effective 
communication between human beings in 
the therapeutic situation, I hope that the 
members of this panel from their wide and 
diverse experience can throw some light on 
the questions which come to mind. 

Apart from the theories used and the 
patient’s constructive forces, some other fac- 
tors must be activated in the therapeutic 
process which result in effectiveness. Is there 
a single basic factor or is it a mixture of the 
varied factors previously mentioned? Does 


the phase of the therapeutic process deter- 
mine which factor or factors contribute to 
effectiveness? What kind of participation, 
activity and interest must be either sus- 
tained or in operation at one or the other 
phase? Is true effectiveness an expression 
of the conscious, the rational and the ex- 
plicit, or an expression of the unconscious, 
the nonverbal and the implicit—or of all of 
these? How does the therapist’s philosophy 
influence what he wants and does effect? 
Which aspects of the therapist’s personality 
must be developed and expressed? Can any 
of these questions actually be pinpointed? 


ELIZABETH KILPATRICK 


Our first thoughts on what is effective in 
the therapy of neurosis are concerned with 
a clarification of the changes we are at- 
tempting to bring about in our patients. 

Many psychiatrists work with different 
theories of human motivation and of neuro- 
sis. Their goals in therapy will depend on 
the theories they work with.1 As a result, 
there is considerable variance among ther- 
apists as to what is effective in therapy and 
why it is effective. 

My concept of neurosis is similar to that 
of Horney in all essentials. Briefly, neurosis 
is determined by the culture.? Its origin is 
the anxiety germinated in the child as a re- 
sult of living in an environment unsuited 
to spontaneous self-satisfying growth. 

Neurosis is early characterized by be- 
havior aimed at safety, and modified to 
appease the varied surroundings. In time 
these different maneuvers become the com- 
pulsive driving forces (neurotic trends) of 
the individual’s lifes They gradually en- 
croach on the individual’s natural incen- 
tives and growth toward self-fulfillment. 
Ever-increasing conflicts ensue between one 
and another of the neurotic trends; and be- 
tween the various neurotic trends and the 
individual’s innate constructive incentives. 
These conflicts are the core of neuroses. 
Their very nature fosters their increase. 
They are a continual threat to the patient’s 
inner unity. The consequent anxiety in- 
vokes multiple efforts to keep the conflicts 


out of awareness. These efforts (neurotic 
solutions) distinguish the neurotic patient. 
They include such mental mechanisms as 
externalization, cynicism and compartmen- 
talization. Their results are devastating to 
the patient. They increasingly alienate him 
from his inner resources. They produce 
anxiety, hostility and hopelessness.‘ 

On the basis of this theory of neurosis, 
therapy will have two objectives. One will 
be toward strengthening the patient’s con- 
structive incentives for fulfillment. The 
other will be a gradual resolution of the 
whole neurotic structure. Among the evi- 
dences of effectiveness of therapy will be: 
an increase in the patient’s spontaniety, a 
reduction in anxiety as a result of resolu- 
tion of inner conflicts, more positive atti- 
tudes toward self and others, release of 
creativity and pleasure in productivity. 

The effectiveness of therapy is dependent 
upon the increasing ability of the patient 
to utilize his constructiveness; the skill of 
the therapist; and the establishment and 
maintenance of a unique, sensitive related- 
ness between patient and therapist. 

In evaluating our neurotic patient in 
terms of prognosis, we ask ourselves, “How 
much constructiveness has this person in 
terms of innate capacity for development?” 
And, “How difficult will it be to make this 
constructiveness available to the patient for 
our mutual project?” The severity of the 
neurosis determines the extent to which 


2 


THE THERAPEUTIC PROCESS 


the patient can make efforts in his own be- 
half. It also limits his ability to avail him- 
self of help from others. By the time the 
neurotic patient comes for therapy, he is 
beyond the place where he can relate to the 
constructiveness in himself or in the world 
about him. 

A major task of the therapist is to pro- 
vide an atmosphere in which the patient 
can gradually come to feel that he is ac- 
cepted for what he is able to be at the time 
—an atmosphere in which the patient will 
feel stimulated to make changes in himself. 

Both patient and doctor share in the 
work to be done. The patient's contribu- 
tion is limited—particularly in the begin- 
ning—by his alienation from his inner re- 
sources and by his paralyzing anxiety. The 
therapist guides the therapeutic process. 
He is largely responsible for the continuity 
of successful therapy. 

The therapist must have unique qualifica- 
tions if therapy is to be effective. He will 
be a warm, sensitive, spontaneous person. 
He will like and respect other people, and 
will have a belief in their possibilities for 
self-fulfillment. He will be able to become 
holistically involved with another person 
and yet retain his separate identity. Many 
mature persons have all of these qualifica- 
tions! But in addition the psychiatrist has 
a deep understanding of human motiva- 
tions in health and in neurosis. He also has 
experienced changes in himself as a result 
of therapy. He must be free from neurotic 
involvement to the extent that he can deal 
objectively with the patient's conflicting 
attitudes and emotional outbursts. He must 
be able to deal with the patient’s tendency 
to manipulate as something to be analyzed, 
not frustrated. He must be convinced that 
projecting his own way of life or solution 
for problems on the patient will defeat the 
purpose of therapy. Added to these qualifi- 
cations, he has definite theories and has 
learned the technique of working with 
them. 

Throughout therapy two processes go on 
simultaneously. One process is concerned 
with the variations in the involvement of 
patient and doctor with one another. The 
other process is concerned with the involve- 


ment of doctor and patient, each in his own 
way, with the patient’s neurosis and his own 
individual growth. 

The therapist provides a relaxed, accept- 
ing atmosphere throughout treatment. He 
is interested, attentive, tolerant and sensi- 
tive to the patient’s needs. In the begin- 
ning and throughout therapy, he reaches 
the patient where he is. At one time he will 
find the patient clinging and dependent; at 
another, detached and inaccessible; at an- 
other, abusive and arrogant. 

The relationship between therapist and 
patient will become very intimate. But 
it will differ from other intimate relation- 
ships. It is consistently focused on helping 
the patient to become free to utilize his 
innate inner resources. The relationship, al- 
though close, leaves sufficient space so that 
each can be open to his own thoughts and 
feelings. —Two examples may make this 
clearer: A man who had an unsuccessful 
therapeutic experience with Dr. B. and a 
successful one with Dr. G. told me, “When 
I was with Dr. G., I was able to move, and 
later on to have my own feelings and 
thoughts—even when he talked. Dr. B. 
seemed to crowd me. I felt paralyzed.” 

The second patient had moved to the 
city and was referred to me by her therapist 
whom she greatly admired. Our work went 
well. But she expressed concern that she did 
not feel as close to me as she had to her 
former therapist. She visited him on a trip 
to her old home. On her return she an- 
nounced, “I saw Dr. M. and had a miserable 
time. He treated me like a thing—looked, 
asked questions and criticized. I was so 
angry when I left I had to see him again. 
I got all dressed up and decided to do every- 
thing to get his approval. As I drove down- 
town, a question jumped into my mind, 
‘Would I undress for Dr. M.?’ I said, “No, 
I don’t know that man!’ I went to his office 
and felt at ease. As I talked with him I saw 
him for the first time.” 

Her associations to this episode and our 
work with them were very revealing to her. 
Her relationship with Dr. M. had been 
characterized by dependency and erotic 
strivings. She had followed his explicit di- 
rections or gentle coercions. No opportunity 
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had been made for her to explore her own 
thoughts and feelings in an atmosphere of 
tolerant acceptance. He was so close he was 
oppressive. She had not and could not ex- 
pose herself in his presence; “We talked 
about me, but it didn’t seem to be about 
me. I needed his guidance and it was help- 
ful.” 

The togetherness of the relationship be- 
gins with the first interview. The therapist 
wishes to get acquainted with his patient. 
The patient would like to cooperate, but 
his unconscious neurotic needs force him 
to keep at a distance and to test the thera- 
pist in various ways. The therapist accepts 
the validity of this. The patient is in a 
hurry and expects miracles. The therapist 
listens patiently, attempts to understand’ 
and to clarify for the patient at opportune 
times. Through these cooperative efforts the 
patient begins to experience mutuality. He 
also gets a feeling of himself as a separate 
entity as he begins the never-ending process 
toward deeper knowledge of self. 

On the road to each discovery about him- 
self, the patient experiences anxiety. The 
therapist becomes increasingly sensitive to 
each patient’s recurring anxiety. Gradu- 
ally, with each case, he learns the kind of 
assistance to give. At one time it is effective 
for the patient to struggle; at another, he 
needs support. The support will be of a 
nature which will not interfere with the 
consistent goal of helping the patient to 
become more involved with himself. An 
example: Mrs. K. came to a session early 
in treatment agitated and distraught. She 
heaped contempt on herself for her failures. 
Her increasing anxiety was blocking her 
from an area in which she wished to go. 
With the desire to help her reach this area 
more slowly, I responded to her remark that 
“Even as a child I was no good” with “You 
told me your childhood was difficult.” She 
responded by talking of her childhood and 
relaxed as she focused on early relation- 
ships. The memories were not of particular 
significance, but from them the patient 
gained added awareness of the complexities 
of living together. She also began to get 
some feeling for the part she had played in 
other children’s hostility to her. On leaving, 


she said, “I'll be able to talk of the home 
front now.” Early in treatment, a patient 
may get relief from anxiety and not be 
fully aware of what had gone on in the 
session. He is left, however, with a feeling 
of confidence in the therapist’s help in time 
of stress and with courage to venture into 
sharing more with him. 

Each cooperative piece of work well done 
leads to increased mutuality. The therapist 
feels himself a part of the process. The 
analyst relaxes, and through associations to 
his own and the patient’s memories, he ex- 
periences the patient’s growing strength as 
well as the power of his neurosis. 

Much of the communication between 
patient and therapist depends on but few 
words. Feelings, thoughts or wishes may be 
conveyed through the emotional tone of 
one inquiring word, a simple statement or 
through an act. For example, a patient 
came in, sat down and silently began to 
convey her distress by attempting to 
straighten the broken stem of one of my 
flowers. After a few moments, I said, “It’s 
very sick, isn’t it?” A silence followed and 
she said, “I am also.” After another silence 
she slowly began to talk of herself. 

The longer and shorter silences through- 
out therapy are significant. At one time they 
are beneficial. The therapist and patient 
may be busy with their own feelings and 
associations relating to the patient’s cur- 
rent problem. Or the therapist may be 
standing by while the patient is concerned 
with his own thoughts. At another time 
silences may be indicative of blockages. The 
patient may be so anxiety-ridden that he 
has “nothing to say.” He may be repress- 
ing hostility to the extent that he is aware 
of nothing but “prison walls” or “bottom- 
less pits.” The most effective help at this 
time is the therapist’s knowledge of the 
anxiety-provoking mechanisms in neuroses 
and particularly in his patient’s neurosis; 
and the patient’s faith in the analyst's 
ability. 

When communication is verbal, patient 
and therapist use a common language—a 
language not peculiar to one or the other. 
The patient learns that the words he uses 
have a particular meaning for him which 
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must become clear to himself and be con- 
veyed to the other if they are to maintain 
a togetherness. If the therapist adopts, too 
readily, the patient’s language, he denies 
him an opportunity for greater awareness 
of himself. When the opposite occurs it is 
indicative of the patient moving away from 
himself and attempting to live through the 
therapist. 

Significant progress is made in therapy 
through helping the patient to gain insight 
into his externalizations. He identifies the 
therapist with significant people in his own 
present and past. He endows him with feel- 
ings and characteristics similar to theirs. 
He makes the same claims and entertains 
the same expectations of the therapist as of 
them. His emotional involvement with the 
therapist is not realistic to the present situa- 
tion at such times. The therapist under- 
stands and is emotionally available for this 
transference. He encourages the patient in 
taking time to experience the emotional 
content of what he believes. Together they 
discover the necessity for the projections on 
the analyst. After much testing by the pa- 
tient of the present relationship, excursions 
into the recent and distant past and much 
clarification, the patient gains insight which 
enable him to accept the present and the 
past more realistically. 

At times during therapy, the patient ex- 
periences the therapist as part of himself. 
Then it is possible to help him come closer 
to his inner conflicts. He may externalize 
his own constructiveness to the therapist by 
giving him credit for all the progress that 
has been made in therapy. He may experi- 
ence the therapist as responsible for his 
success elsewhere. At another time, the pa- 
tient makes the therapist the symbol of his 
rejected, unsuccessful self. Earlier in treat- 
ment these externalizations have been on 
other people. One patient said, “My short- 
comings seem less in other people.” When 
they are projected on the therapist, the 
externalization becomes much more accessi- 
ble for treatment. It is quite clear that the 
therapist will fail to be of help here unless 
he can be objective and a sympathetic re- 
cipient of his patient’s symbolism. He helps 
the patient experience the process holisti- 


cally and, through repeated interpretations 
conveyed at appropriate times, to gain in- 
sight into this mechanism of maintaining 
inner unity by externalizing one side of the 
conflict. This makes him accessible for work 
on his inner conflicts. As he does so, he 
gradually comes to a deeper awareness of 
himself. He finds in this new relatedness 
both strength and inner turmoil. He be- 
comes less dependent and moves from the 
therapist to communicate with himself. His 
associations now have become expressions 
of deeper mixed feelings—conflicts, peace- 
ful moments, movements toward health and 
back to his neurosis. The therapist silently 
associates with him. He may ask for clari- 
fication or have a contribution to the pa- 
tient’s associations. He accepts the patient's 
need for aloneness or for participation. The 
patient accepts or requests what help he is 
ready for. 

As the patient finds more inner resources 
available, he attempts to direct his life. This 
is a crucial period in therapy. He is leaving 
behind the precarious safety of a familiar 
neurosis and is beginning to depend on his 
newly-found, undeveloped inner resources. 
He feels weak, anxious, empty—sometimes 
as if flying apart. During this panic he clings 
to the therapist, who is his only strength. 
The close relatedness which has been built 
up sustains him. The therapist, cognizant 
of his needs, helps allay his anxiety at one 
time and encourages him to struggle with 
it at another, while they work together on 
deeper conflicts. 

Our patient’s spontaneous feelings are 
held back by compulsive drives. He may 
not experience how he feels until late in 
therapy. He may need the therapist’s help 
in identifying a feeling! He says, “I felt 
myself crying,” “I saw myself smiling.” He 
is helped by the therapist’s acceptance even 
when the feelings are inappropriate. In 
this relationship he dares to express hos- 
tility. Then, with the therapist’s help, he 
traces it to its source. He learns to dis- 
tinguish between what is appropriate to the 
situation and what results from his ex- 
ternalization. He is able frequently to ex- 
press tender feelings toward the therapist 
before he can do so toward himself or 


A ROUND TABLE DISCUSSION 


others. A patient's first experience with feel- 
ings of love was toward her six-months-old 
baby. She said, “I stand in my baby’s room 
when he is asleep and love for him pours 
out. But when he is awake, I hate him. He 
gets in my way.” She went on to tell of the 
demands he made on her. It took consider- 
able mutual effort before she came to the 
place where she was aware that her own 
conflict between detachment and moving 
toward another human being got in the 
way of an unequivocal love for her baby. 
Then it was only after gaining much deeper 
awareness that changes came about. 
Eventually the patient’s neurosis is re- 
solved to the point that he becomes holisti- 
cally involved in his self-fulfillment. As 
new horizons appear, he reaches toward 
them with assurance. He makes new friends. 
A new quality occurs in his relatedness to 
the therapist. He senses that their interests 
are different. He would like to be on his 
own. At the same time he falters and has 
difficulty in moving away from this person 


who has been more than a friend. This 
struggle is of positive value in terms of in- 
creasing his self-confidence. The doctor will 
appreciate fully the differences in his own 
and the patient’s interests. He accepts the 
patient’s desire to choose his way of life. 
However, he continues to be available and 
leaves the way open for a return to therapy 
if necessary in times of stress—even as he 
himself turns to a good friend or therapist. 
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Psychotherapy contains many hypotheti- 
cal assumptions that have never been sub- 
jected to experimental validation. This is 
largely because the therapeutic interper- 
sonal relationship on which psychotherapy 
is based embraces sundry variables that do 
not lend themselves to measurement. It is 
difficult, consequently, to apply to an eval- 
uative study of psychotherapy the precise 
principles on which scientific method is 
based—namely, an unprejudiced compila- 
tion of facts and information, the formula- 
tion of reasonable hypotheses, the reten- 
tion of objectivity in observation, and the 
retesting of findings with an attempt to 
reduplicate results. For the most part, de- 
scriptions of what goes on in therapy reflect 
the personal values and convictions of the 
observer. The clinical attitudes expressed 
are more pragmatic and empiric than they 
are scientific. 

It is confounding, therefore, to observe 
among the different schools of psychiatric 
thinking self-appointed disciples of a tran- 


scendental wisdom who espouse their cher- 
ished theories with as great zeal as they 
denounce the contributions of other schools. 
This is all the more difficult to understand 
in view of the fact that available statistical 
data admit no virtuosity to any one school 
or cluster of techniques. Patients seem to 
be benefited by all known methods of treat- 
ment, provided that the practitioner is 
sufficiently skilled and experienced in his 
particular approach. It is possible then that 
what makes for success in treatment are 
factors other than those encompassed by 
specific theoretic and methodologic systems, 
factors which all good psychotherapies seem 
to have in common. 

What exactly these factors are we cannot 
at our present state of knowledge know, 
but observation of the protocols of treat- 
ment sessions of a variety of patients bene- 
fiting from different kinds of psychotherapy 
indicates that improvement or cure is to a 
large extent due to a restoration of the pa- 
tient’s sense of mastery. This results from 
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a constructive use of the therapeutic rela- 
tionship in a number of ways. First, the 
patient may gain from therapy sufficient 
emotional support, sympathy and under- 
standing to help him to endure and to con- 
quer inner tensions and external demands. 
The relationship with the therapist accom- 
plishes a stabilization of the patient in a 
manner that is perhaps comparable to the 
effects of the tranquilizing drugs. In suc- 
cessful therapy the relationship, while sup- 
portive, is utilized by the patient to regain 
his equilibrium while he develops and ex- 
pands his impulses for assertiveness and 
independence. Second, the relationship fa- 
cilitates the cathartic release of disturbed 
feelings, with alleviation of guilt and fear. 
Third, the patient is helped to an aware- 
ness of discordant, destructive or depriving 
elements in his environment. Accordingly, 
he may act to alter or remove himself from 
them, thus eliminating or neutralizing an 
actual or potential source of stress. More- 
over, recognizing basic needs that have been 
vitiated, he may arrange his environment 
so as to guarantee their fulfillment. Fourth, 
shattered repressions are rebuilt and ha- 
bitual defenses restored, buttressed perhaps 
by more appropriate and less disabling de- 
fenses. Tension and anxiety no longer 
trigger off destructive, regressive mecha- 
. nisms, but are rather subjected to control, 
analysis and rational management of their 
sources and effects. Fifth, a revaluation of 
the self develops with modification of cer- 
tain unrealistic attitudes and strivings and 
substitution for them of more productive 
patterns. Interpersonal relationships be- 
come sources of satisfaction for the in- 
dividual rather than founts of discord that 
marshal resentment and aggression. Self- 
esteem is no longer contingent upon pro- 
pitiation of impulses for power, dependency, 
superiority, perfectionism and other neu- 
rotic drives. 
Where the therapist’s personality and 
technical skills support the above effects, 
the results of therapy are usually good. 
Where his personality or methods block 
such effects, results will be poor no matter 
what school of thought the therapist en- 
dorses and how thoroughly conversant he is 


with its theory and practice. In instances 
where the patient achieves a good thera- 
peutic result, the therapist may deceive him- 
self into believing that what has effectuated 
the cure or improvement was his focus on 
a specific theoretic orientation rather than 
because of important processes evolving out 
of the patient’s constructive use of relation- 
ship in the ways that have been indicated. 

Describing in more operational terms 
what happens in successful reconstructive 
therapy we might say that through verbali- 
zation the patient becomes aware of the 
forces within and outside of himself which 
upset him and interfere with a successful 
life adaptation. On the basis of this under- 
standing he then proceeds to challenge 
those patterns and external situations that 
interfere with his adjustment, and to sub- 
stitute for them more productive patterns 
and conditions that will gratify basic bio- 
logic and social needs. As he challenges his 
fears and liberates himself from paralyzing 
forces, he achieves a progressive mastery of 
his environment, the ability to relate better 
to people, and the capacity to express his 
impulses in a culturally accepted manner. 
The function of the therapist during these 
developments is to catalyze change, to help 
the patient resolve resistances that block 
him from emotional health. 

Breaking the treatment process down into 
component parts, the following sequences 
are usually encountered: 

1) The patient, concerned with his symp- 
toms and complaints, elaborates on these. 

2) He recognizes and discusses environ- 
mental disturbances and interpersonal diffi- 
culties that he believes stimulate and sustain 
his suffering. 

3) He soon realizes that his feelings are 
not entirely related to dissatisfactions with 
his life situation, that they are somehow 
conditioned by a mysterious turmoil that 
rages in him apart from his environment. 

4) He recognizes patterns of behavior he 
himself initiates which, while seemingly 
important to him, are frustrating and self- 
defeating. Sooner or later he appreciates 
that some of these patterns are responsible 
for his disturbed feelings and he begins to 
doubt their value. 
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5) As he becomes aware of how dissatis- 
fied he is with his impulses and behavior, he 
tries to stop their operation, yet he finds 
that they persist in spite of himself; they 
are automatic, repetitive, compulsive. 

6) He slowly realizes, then, that his be- 
havior serves a function of some sort and 
that he cannot give it up easily. Indeed, his 
patterns repeat themselves in various set- 
tings, perhaps even with the therapist. 

7) If he has the incentive to explore his 
patterns, he finds that many of them have 
a long history, some issuing from attitudes 
originating in his early relationships with 
people, particularly his parents. 

8) Gradually he recognizes that he is 
governed by impulses and feelings that 
have little to do with the reality situation. 
He sees that by carrying over certain atti- 
tudes from the past he is reacting to peo- 
ple as if they were facsimiles of frustrating, 
frightening, ineffectual authorities and peers 
significant to him in his past life. 

9) With great trepidation, he begins to 
challenge anachronistic and other unrealis- 
tic attitudes; progressively, he inhibits auto- 
matic and repetitive behavior patterns, 
slowly mastering his anxieties as he realizes 
that fantasied dangers and expectations of 
injury do not come to pass. In the thera- 
peutic relationship, his attitudes toward 
the therapist begin to change. 

10) He begins to entertain hopes that he 
is not the contemptible person who has 
constituted his inner self-image, that he 
actually has value and integrity, that he 
need not be frustrated in the expression of 
his needs, and that he can relate himself 
happily to people. 

11) This causes him to resent all the 
more the patterns of living he customarily 
employs, which are products of devaluated 
feelings toward himself and devastating 
fears of his environment. 

12) Slowly he begins to experiment with 
new modes of behavior which are motivated 
by a different conception of himself. 

13) Finding gratification in these new 
patterns, he becomes more and more ca- 
pable of liberating himself from his old 
goals and styles of action. 

14) Growing strengths within himself 


contribute to a sense of mastery and pro- 
duce healthy changes in his feelings of 
security, his self-esteem and his attitudes 
toward others. 

15) He liberates himself more and more 
from attitudes and anxieties related to past 
experiences and misconceptions. He ap- 
proaches life as a biologic being, capable 
of gaining satisfactions for his personal im- 
pulses and demands, and as a social being 
who participates in community living and 
contributes to the group welfare. 

These influences, wielded by all types of 
good insight therapy, are fostered by a 
therapeutic interpersonal relationship which 
is bound to mobilize strivings in both pa- 
tient and therapist, the adequate handling 
of which spells success or failure in treat- 
ment. Training and experience help the 
therapist to utilize constructively the pa- 
tient’s unrealistic projections toward him 
and toward the therapeutic situation. To a 
lesser extent they are deterrant to a recog- 
nition and control of his counter-transfer- 
ence. For willy-nilly, irrespective of how 
well adjusted the therapist may be the spe- 
cial circumstances of psychotherapy will 
evoke promptings in him that may be thera- 
peutically destructive. These may occur 
only under unique conditions and with 
certain kinds of patients, and the therapist 
may or may not be aware of them. Experi- 
ence shows that if the general climate of 
the relationship is a warm one, it can sur- 
vive random neurotic projections of the 
therapist, particularly where the therapist 
is conscious of his feelings. 

If we were to attempt to outline person- 
ality traits in the therapist that sponsor a 
warm therapeutic climate, we might sub- 
sume them under a number of headings, 
such as sensitivity, objectivity, flexibility, 
empathy and freedom from serious emo- 
tional problems. 

Sensitivity enables the therapist to recog- 
nize important trends from the patient’s 
productions, verbal and non-verbal, in re- 
lation to inner feelings and conflicts. It 
permits of the ability to discern his own 
anxieties and defensive operations as they 
are extended toward the material that is 
being discussed. 


i 
il 
5 H 


THE THERAPEUTIC PROCESS 


Objectivity expedites a tolerant, non- 
judgmental attitude toward the patient's 
neurotic interpersonal operations. It en- 
courages the avoidance of emotional in- 
volvement with the patient, and with his 
demands for unqualified love, acceptance, 
support, preference, omniscience and om- 
nipotence. It allows for constructive hand- 
ling of hostility, anti-social and immoral 
impulses, and untoward transference pro- 
jections, without counter-hostility, disgust, 
indignation and other conventionally ap- 
propriate responses whose expression may 
destroy the relationship with the patient. 

Flexibility helps the therapist to adjust 
his techniques to the demands of the spe- 
cific problems and personality of the patient 
and to modify his goals in relation to realis- 
tic and irremediable limitations. It allows 
for a more tolerant approach to the value 
systems of society and for a recognition 
that the patient’s standards may require 
some special readjustments. 

Empathy permits the therapist to enter 
the patient’s private world, to appreciate 
the extent of the patient’s turmoil, to com- 
municate sympathy and understanding and 
to treat him with respect and dignity. 

Freedom from serious emotional prob- 
lems is essential, particularly the indiscrimi- 
nate exercise of a number of traits. Domi- 
neering, pompous and authoritarian tend- 
encies may cripple the growth potential of 
the patient, reinforcing fears of authority, 
blocking self-growth and assertiveness, and 
marshalling dependency, submissiveness and 
rebellion. Too great passivity in the thera- 
pist may excite aggression in some patients 
and prevent the therapist from taking a 
firm stand against the patient’s projections. 
Detachment is perhaps the most destructive 
of all traits since it prevents the patient 
from establishing any kind of meaningful 
relationship with the therapist. A need to 
utilize the patient for the gratification of 


repressed or suppressed impulses is also 
hurtful to good psychotherapy. Harmful 
also is a vicarious satisfaction of normal 
and neurotic needs in the therapist gained 
through the experiences of the patient. 
This is due to a lack in the therapist of 
basic satisfactions of living or because of 
unresolved conflicts in relation to hostility, 
ambition, power drives and perverse sex- 
uality. The therapist may thus without 
awareness encourage the expression of neu- 
rotic drives in the patient, such as a hostile 
defiance of authority, and an inordinate 
striving for fame, power and perfectionism. 
An inability to tolerate the expression in 
the patient of those impulses that mobilize 
anxiety in the therapist may produce an 
avoidance of important areas like sexuality, 
aggressiveness and hostility, a diversion of 
the patient when he approaches these pain- 
ful zones, and an obstruction in the work- 
ing-through of his conflicts. Neurotic atti- 
tudes toward money as reflected in anxieties 
about fees and payments may also interfere 
with therapy. Inordinate concerns over his 
self-esteem may make it hard for the 
therapist to accept the patient’s acting-out 
tendencies, transference and resistances. A 
compulsion to be liked and admired may 
prevent the therapist from challenging the 
patient’s defenses. Perfectionistic tenden- 
cies, unresolved hostilities, inability to take 
criticism, lack of humor and failure to 
acknowledge self-limitations are other de- 
structive traits. Participation in the pa- 
tient’s transference projections because this 
satisfies neurotic needs in the therapist is 
particularly upsetting to good therapy. 

It is, of course, impossible for any one 
person to possess all of the traits mentioned, 
but a good measure of them is essential if 
the therapeutic process is to develop toward 
reconstructive goals irrespective of the 
school of psychiatric thinking to which the 
therapist belongs. 


“MARIANNE Horney ECKARDT 


The topic “What is Effective in Psycho- ment. After all, all tools of psychotherapy, 


analysis?” is of rather staggering magnitude. 
It left me temporarily in helpless bewilder- 
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the whys and wherefores of psychoanalytic 
technique and the concepts of psychoanaly- 
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sis would seem to belong in this mammoth 
challenge. 

We know a great deal about factors lead- 
ing to therapeutic results in general. Yet 
there is still a great need to evaluate the 
factors that make for change in specific 
therapeutic situations. We need to scruti- 
nize and learn from the subtle and always 
varying dynamic interaction of each psycho- 
analytic therapy. Each therapeutic hour pre- 
sents many subtle variables of approach. We 
may be aware of a few of these and choose 
one. This is the area of therapy which is 
often shrouded in a diffuse, pleasant mist 
by words like “art” and “intuition” to ex- 
plain the therapist’s skill. 

We need greater clarity, although not by 
increasing the invariably too-rigid pro- 
nouncements of technique. The student in 
the field has to learn by formulation, cate- 
gories and principles in order to master the 
complex wealth of material. But he also 
has to learn to respect the infinite varia- 
tion that is the human being. He must 
know that no two patients are alike, nor 
any two therapists, nor any two therapies. 
The detailed observation of a therapeutic 
situation will teach us an increased aware- 
ness of the variables of therapeutic inter- 
action and will increase our resourceful- 
ness and understanding of other patients. 
It will not, however, provide us with an 
answer which we can apply, unmodified, to 
another situation. 

Our literature contains a rigid con- 
cern with the inviolateness of certain rules 
of therapeutic conduct, but it also reflects 
the creative search for a more effective 
therapy based on the humility that comes 
with an appreciation of the size of the 
task. Certainly the problems of technique 
that Sandor Ferenczi! and Wilhelm Reich? 
wrestled with in the twenties and early 
thirties remain with us still. 

Our interdisciplinary dispute on tech- 
niques has, unfortunately, the characteris- 
tics of an interminable analytic situation. 
It is repetitious and the movement seems 
not commensurate with the time elapsed. 
Still, there is some development and our 
young science is gaining experience which 
we hope will make for change, irrespective 
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of arguments. I wish to reemphasize in this 
discussion that an evaluation of the subtler 
aspects of technique—of what is effective, 
what prompts change—is meaningless out 
of the context of the specific dynamic inter- 
action of the patient-analyst constellation. 

Dr. K. R. Eissler? concerned himself with 
the growing trend toward flexibility in 
technique in a stimulating paper called 
“The Effect of the Structure of the Ego 
on Psychoanalytic Technique.” The term 
“parameter” is applied to such deviations 
from the model psychoanalytic technique. 
The paper warns against the potential dan- 
ger inherent in the use of such parameters 
and tries to define the area of their useful 
functioning. This paper reflects a common 
trend in formulations on technique. Es- 
sentially it is a defensive formulation, 
grown out of the early ideal of the passive 
non-reacting analyst who saw only a mirror 
in which the patient’s reactions are reflected. 
New concessions are made but with reluc- 
tance and apprehension. 

This same defensiveness is particularly 
unfortunate when it comes to a discussion 
of countertransference reactions. Many pa- 
pers have been written pointing to the 
value of these reactions in understanding 
the forces at play and their dynamic im- 
portance, but the somber, apprehensive 
warning of their potential danger still pre- 
dominates the scene. Our own reactions in 
the therapeutic situation are part of our 
tools. They are part of what we so loosely 
call intuition. Dr. Alberta Szalita-Pemow* 
points out that intuitive processes are es- 
sentially the same as all other thinking 
processes, that they stem from sensory per- 
ceptions among which the visual ones pre- 
dominate, that thought forms a chain in a 
continuous process depending on the avail- 
ability and richness of our own experiences, 
and that the intuitive process differs from 
other thinking in that it erupts into the 
conscious mind in a ready-to-use form. Thus 
we perceive and intuitively digest much 
more about a patient at any one moment 
than we are able consciously to formulate. 
Even a mild feeling of sadness, resignation, 
irritation, provocativeness, well being, or 
sensuousness is communicated to us very 
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quickly without much evidence that could 
be easily defined. Our own reactions to the 
patient, in addition, are in some measure 
a reflection of the reaction patterns set 
off by the patient in other people and thus 
are very pertinent material. 

As long as there is a neurosis there is re- 
sistance. This resistance is always reflected 
in the transference relationship. And the 
transference relationship always contains a 
conflict of which both the analyst and the 
patient are aware. Our total concern with 
the patient has to be friendly and intensely 
interested in his well being, but our day- 
by-day feelings and attitudes toward the 
patient reflect the variety of forces in play. 

Douglass W. Orr’s® masterful review of 
the literature on transference and counter- 
transference highlights the manifold excel- 
lent contributions that have been made to 
this intricate facet of psychoanalysis. It also 
reveals the many divergencies of meaning 
attached to this term. This difficulty in se- 
mantics is our toughest task ahead, although 
its solution seems often beyond our capacity. 
Human diversity defies rigid intellectual 
pigeon holes and, especially, static descrip- 
tive terminology, since we are dealing with 
a many-layered dynamic interaction. The 
solution to our semantic involvement obvi- 
ously does not lie in new definitions. It 
also does not seem feasible, although often 
desirable, to abandon designations that 
have a core of conceptual helpfulness and 
a tradition of communication. Douglass 
Orr’s unbiased, objective presentation of 
the manifold shades of meaning underlying 
the actual usage of certain concepts illus- 
trates what I believe to be the only practi- 
cal approach. Our expanding realization 
that each conceptual term will take on vary- 
ing depth of meaning, varying degrees of 
differentiation and emphasis in each ex- 
perienced analyst’s mind, will not only lead 
to a greater realistic acceptance of the com- 
munication problems inherent in language. 
It will also alert us to the richness of phe- 
nomena potentially hidden by each term. 
It sensitizes us to shadings, to questions, to 
problems which might be overlooked by 
too pat an acceptance of the term. It could 
teach us to use any conceptual word only as 
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an approximate description which has to 
be given its individualistic shading. 

In speaking of countertransference reac- 
tions in this discussion, I am using the term 
in a very general way. I have in mind our 
reactions to the patient in the therapeutic 
situation, assuming we have had an average, 
successful analysis ourselves. As analysts we 
are distinct personalities in our own right, 
with our own degree of humor, warmth, 
imagination, empathy, concern, or ability 
to verbalize or communicate. These quali- 
ties inevitably are interwoven with our 
own past experiences and associations. They 
also contain some anxiety propensities. 

In discussing countertransference, most 
authors try to delineate reactions into two 
groups: those that are undesirable to the 
analysis and those that may be desirable. 
Such assumptions can be made only within 
certain limits. Any of our reactions have 
the potentiality of being a favorable or 
unfavorable component in the situation. 
We should be alert to all the implications 
of our own reactions, but the appraisal of 
what is happening between patient and 
analyst depends on the specific constella- 
tion of all factors concerned. An ideally 
reacting analyst, who does not potentially 
inject inimical factors into the therapy, 
does not exist because of the very nature 
of this complex mutual interaction. We 
will be much more sensitive to the thera- 
peutic potentials of a situation if we are 
free to be alert to what happens, rather 
than to worry defensively about the degree 
of countertransference involvement, or be- 
come too unobservant about our impact on 
the interaction because we have decided 
our countertransference slate is clean. 

Dr. Eissler implies that the basic model 
technique potentially injects fewer factors 
unfavorable to the psychoanalytic process 
than any other technical approach. But if 
we accept the premise that each analytic 
situation is an intense interpersonal one— 
an alive relationship where not only the 
rational interpretations of the doctor but 
also the human interaction are experienced 
by the patient—we have to modify Dr. 
Eissler’s formulation. 

It is certainly true that the introduction 
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of parameters may prove a danger. It is, 
however, also true that the basic model 
technique is equally fraught with danger. 

The impersonal voice behind the couch, 
the detached relationship, may be just as 
potently a handicapping factor in the ana- 
lytic process as an activity, whether it takes 
the form of a request by the doctor, a com- 
mand, or an expression of sympathy or 
anger. There is no safe neutral technique. 
We are always forces in a dynamic field 
and our existence and our actions can be 
evaluated only out of awareness of them. 

I am not implying at this point that we 
should not have a basic model of procedure. 
We certainly do need it for many reasons. 
But we can never assume that any part of 
the procedure is per se a neutral force in 
the situation. We can never afford to forget 
to think in dynamic terms. 

The standard model technique of inter 
pretation contains its inherent difficulties 
Our interpretations arise out of often- 
complex reflections and our communica- 
tion necessarily tends to appeal to the in- 
tellect of the patient. At the same time we 
intend it to be an emotional stimulus to 
which the patient should react with spon- 
taneous association. This expectation is 
thus contradictory with the often quite in- 
tellectual nature of our interpretation. For 
many patients the contradiction presents no 
problem. But for those who hide in intel- 
lectualizations, for those who categorize 
themselves with labels of good and bad, and 
for those whose relation to their own feel- 
ings is tenuous, such interpretation will 
often mean a disruptive blocking of inner 
awareness. Here simple questions designed 
to bring shadings of feelings to the surface 
are often more effective. We should exercise 
a distinct caution not to bring the patient’s 
intellect into play as long as it functions so 
readily as a defensive armor. 

The reclining position of the patient can 
by its very atmosphere reenforce passive, 
so-called “dependent” resistances of a 
pseudo-cooperative nature. I am thinking 
particularly of patients who seem to have 
no real sense of identification or responsi- 
bility for their own productions. They are 
bystanders, observers, but not really par- 


ticipants. These patients often present a 
serious therapeutic challenge. Many of them 
belong to the group that has seen several 
analysts and has had years in analysis. The 
fact that I may ask such a patient to sit up, 
indicating my need for his more active par- 
ticipation, is in itself not important. It is 
only one aspect of my therapeutic attempts 
to get at or beyond a particular therapeutic 
barrier. However, such tangible acts, com- 
ing after a period of interpretive struggle, 
often have a crystallizing effect and the mes- 
sage of past words is suddenly experienced. 

One middle-aged patient, who had an 
incredibly barren childhood in a restric- 
tive orphanage, built up a life of self-reli- 
ance and essential exclusion of others. His 
defenses were well brought out in a dream 
of a house without windows. Inside the 
house was a courtyard and there, walled in, 
was a little fish pond with colorful fish. No 
one was to look into the house and the 
patient did not look out. Communication 
with people was on a surface conformity 
level. 

The patient made it quite clear initially 
that I was not to interfere. He brought ma- 
terial with associations and conclusions. . 
Whenever I intruded in any way, I was 
told in no uncertain terms to keep away, 
since I was looked upon as just another in- 
terfering and disapproving adult from his 
childhood. As the patient had real anxieties 
of people and worked well on his own, I did 
little about this self-analysis as a defense. 
I continued to make interpretations even 
though I knew they bounced off an im- 
penetrable wall, not so much because I 
hoped to be understood but because I knew 
that in spite of the intense “keep away,” 
“don’t touch me” attitude of the patient, 
he also need some proof of my interest and 
participation. 

He improved, and with his improvement 
my attitude toward his defenses changed. 
His terror and anxiety having diminished, 
I began to look upon this defensive pattern 
as a tremendous obstacle to therapy and the 
patient’s progress. My interpretations dealt 
with this problem and with other trans- 
ference phenomena. Much transference ma- 
terial had been brought up, but it never 
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led to an insight, for as an individual I did 
not exist for him. 

I tried to break the deadlock, but what 
I said was literally not heard, or the patient 
listened so defensively that the meaning 
was hopelessly distorted. When the patient 
accused me several times of not contribut- 
ing more to the analysis I experienced some 
annoyance which the patient immediately 
picked up. Quite inadvertently, my inten- 
tion of getting myself across to the patient 
reflected itself in a louder, more insistent 
tone of voice. Again, the patient reacted to 
the voice but not to what I said. At this 
point my reactions were definitely contribut- 
ing to an increased tension between us. 
Then, one hour, unpremeditated and to 
my own dismay, I expressed my frustra- 
tions quite freely with a definite emotional 
charge. For almost the first time the patient 
listened. I then suggested to him that he 
please look at me while I talked to facili- 
tate his grasping what I said. I moved my 
chair to make it easier for him to face me. 
As I moved the chair, the patient felt like 
crying. He was moved because he felt that 
I was not blaming him, he felt my concern 
and willingness to participate in any con- 
structive solution to the problem. His com- 
ment to my outburst was that it had cleared 
the air. This it had done for both of us. 

This deadlock was broken in that session 
and the analysis gained momentum. 

The incident demonstrates that the dis- 
tant analyst was at first experienced as a 
blessing of non-interference. Later, how- 
ever, the defense of not seeing or not hear- 
ing the analyst became entirely an obstacle 
in the therapeutic process. It was not 
broken by interpretation but by my all too 
spontaneous anger coupled with my grow- 
ing determination not to let the situation 
continue as it had. The direct act of inter- 
ference with the patient’s mechanism of 


deafness and blindness toward the analyst 
was an aid used to facilitate communication. 

I do not seek personal crises with my pa- 
tients. I am reserved and I am also spon- 
taneous within the setting of the limited 
relationship. On the other hand, these 
minor human crises have often brought to 
light the actual undercurrents of the situa- 
tion in a far better way than detached, im- 
personal interpretation could have done. 
The patient’s defenses invariably contain 
his tentative wishes for genuine contact. 
We certainly should not play into the pa- 
tient’s defenses and keep him from aware- 
ness of his inner aloneness and his anxieties. 
But we should also not deny him the bit of 
human warmth and interest that this limited 
relationship permits because we are afraid 
he might misuse it defensively. 

I emphasize the word “limited.” For with 
our greater awareness of the need for genu- 
ine relatedness of the patient we must never 
forget the actual one-sidedness of the re- 
lationship. Nor can we forget that we can 
be genuine only because the relationship is 
confined to a definite time, place, and 
setting. 
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Freperick A. WEIsS 


After our last Round Table on “Goals 
of Therapy,” I suggested a panel on to- 
night’s topic because I believe that the 
great scientific progress which psychoanalysis 
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and psychotherapy have made in the last 
half century is not accompanied by a cor- 
responding increase of therapeutic effective- 
ness. I also thought of the fact that some 
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psychotherapists in the so-called “prescien- 
tific’ era were highly effective in helping 
mentally ill patients, a phenomenon we 
have become accustomed to label somewhat 
condescendingly as “transference cures.” 

Why do we have this gap between scien- 
tific progress and therapeutic effectiveness? 
Psychoanalysis was born when medicine was 
most deeply affected by that split against 
which Hippocrates already had warned, the 
split between soma and psyche, between 
organs and organism. Paradoxically, the 
split had widened precisely as a result of 
the great scientific discoveries of the last 
century. The patient was in danger of get- 
ting lost in a maze of graphs, tables and 
figures. It was psychoanalysis which began 
to heal this split. 

Today I feel we are again in danger of 
losing the patient, the suffering human 
being who expects help from us. I see this 
danger caused by a second split which at 
present is threatening mankind as a whole: 
the split between science and humanism. In 
our field, psychotherapy, the unique indi- 
vidual personality of the patient all too 
often now gets caught in the underbrush of 
conflicting theories and systems. 


“In a young science, in a state of de- 
velopment such as psychoanalysis was,” 
Sandor Ferenczi wrote in 1923, “the ana- 
lytic practitioner was able to combine the 
two tasks of healing and research, as 
Freud himself did in such an exemplary 
way.” But “the theoretic analyst always 
runs the danger of looking for arguments 
to prove the correctness of a new state- 
ment while he thinks that he is promot- 
ing the process of curing a neurosis. Im- 
portant proofs for certain theories could 
be found in this way, but the process of 
healing the abnormal dynamics of mental 
life was scarcely promoted.” 

Ferenczi complains that “in the medi- 
cal practice of psychoanalysis a kind of 
descriptive analysis, actually a contradic- 
tion in terms, was reached. . . . The dy- 
namic factor of experience was neglected 
... the analyst with too much knowledge, 
often has, so to speak, ‘the faults of his 


advantages’.” 
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This, I believe, is even more true today. 
Proud of their “scientific” approach, many 
therapists emphasize their “objectivity,” re- 
main cold and detached, study and describe 
the patient, his reactions and his suffering 
from the outside, sine ira et studio. 

Here the therapist shows the “faults of 
his advantages.” His advantages, in them- 
selves highly valuable, are his orientation 
toward science and positivism. Gordon All- 
port states: 


“In keeping with the preference for 


visible externals, positivism (operation- | 


ism) holds that the devices employed in 
experimentation or measurement shall be 
specified in the definitions of every con- 
cept. The ideal behind this stringent re- 
quirement is to bring psychology into 
line with physics and mathematics so as 
to make for a unity of science . . . The 
sparseness that results from the applica- 
tion of operational criteria discourages 
the investigation of consciousness as a 
datum, as well as of personality as a com- 
plex structure . . . Precisely here we find 
the reason why so many psychologists 
fail to take an interest in the existential 
richness of human life. The superior wis- 
dom of the scientist may unfortunately 
blind him to the process of growth that 
is actually taking place.” 2 


The’ growing and striving, feeling and 
suffering, loving and hating human being 
all too often when he becomes a “case” is 
being reduced to a mere skeleton, just as a 
living flower, squeezed and placed in an 
herbarium, keeps only the shape of its true 
being, without life, color, or smell. 

The fact that so much of the total patient 
often gets lost is related, in my opinion, 
mainly to two factors: 

1) We are still lacking a truly holistic 
and dynamic concept of human nature 
which does full justice to the whole human 
being as an integrated bio-psycho-social in- 
dividual. As Allport states, with humility 
based on knowledge: “No single brand of 
modern psychology is wholly adequate to 
the problem of man’s individuality and 
growth.” 

No concept of personality more or less 


] 
] 


THE THERAPEUTIC PROCESS 


limited to only one dynamic aspect—i.e., 
libido or power drive—can be considered 
adequate. A holistic concept of human na- 
ture sees man endowed with the innate 
need and capacity for healthy growth, self- 
realization and constructive cooperation 
with his fellow men. These capacities will 
become realized unless early emotional star- 
vation or “malnutrition” fosters basic anx- 
iety, alienation, acquired conflict and a 
more or less severe neurotic development. 
The somatic and the psychic, the intrapsy- 
chic and the interpersonal are seen as 
aspects of one bio-social organism. 

We are starting to move in the direction 
of such a comprehensive concept which will 
finally restore the unity of theory and ther- 
apy of the whole human being. I see be- 
ginnings of this constructive move expressed 
in biological terms by Julian Huxley* and 
in psychoanalytic terms by Karen Horney, 
who states that “inherent in man are evolu- 
tionary forces which urge him to realize his 
given potentialities.” 5 

2) Pride in a “scientific” approach often 
keeps the therapist in the position of an 
emotionally uninvolved observer whose de- 
tective-like skill is directed at debunking, 
destroying the “irrational illusions” of the 
patient instead of dealing with the under- 
lying emotional needs of the patient, enter- 
ing his “inner world” and mobilizing the 
constructive forces which are available even 
in the very sick patient. 

No concept of therapy which has as its 
goals merely the confrontation of the pa- 
tient with the irrationality of his feelings 
and thoughts, the freeing (or controlling) 
of his instincts or the mere adjustment to 
the environment can be considered ade- 
quate, as I have shown in an earlier paper. 
Our goal is to free the patient and to help 
him to find his road to self-realization.® 

To increase our effectiveness we must 
have a patient-oriented approach which 
puts the individual and his specific needs 
into the center of therapy. In the words of 
the late Trygve Braatoy: “The basic ability 
in psychoanalysts is the ability to change 
and modify the therapeutic approach ac- 
cording to the needs of the patient.” 

What is it that the patient needs most? 


More than thirty years ago, about the time 
Ferenczi wrote the above, I started analysis, 
after a traumatic experience, with a ther- 
apist who meanwhile has become a leading 
analyst in this country. Recently I came 
across a line I wrote down at that time: 
“Was Erleben schlug, heilt nur Erleben 
(Only genuine emotional experience can 
heal the traumatic experience of the past).” 
Karen Horney writes in her last book: 


“In the history of psychoanalysis intel- 
lectual knowledge at first seemed to be 
the curative agent. At that time it meant 
the emergence of childhood memories. 
The over-rating of intellectual mastery 
also showed at that time in the expec- 
tation that the mere recognition of the 
irrationality of some trend would suffice 
to set things right. . . . The patient’s 
knowledge of himself must not remain 
an intellectual knowledge . . . but must 
become an emotional experience.”® 


The therapist who wants to promote such 
emotional experience cannot stay scientif- 
ically detached, on the outside. He has to 
enter the very special world of the indi- 
vidual and see him from the inside of his 
world; in the words of Ludwig Binswanger, 
his “inner life history.” Only then can he 
truly feel and understand the patient's anx- 
iety and needs, his goals and values, and 
their very personal meanings. 

John Whitehorn has emphasized how 
much more important for therapy is mean- 
ing than cause. Effectiveness in therapy in- 
creased threefold when the therapist had 
“some grasp of the personal meaning and 
motivation of the patient’s behavior . . . 
when he selected personality-oriented goals 
rather than psychopathology-oriented goals 
. .. and mainly, when the doctor was able 
to develop a trusting, confidential patient- 
doctor relationship.” ® 

Only one key opens the door to the inner 
world of the patient: empathy. The late 
Hanns Sachs was right in evaluating the 
success of an analysis which had prevented 
an imminent breakdown in his patient: 


“A life-long, very intimate friend to 
whom the analysand could have confided 
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in many repeated and unrestrained out- 
pours all his woes and worries, might 
have done him the same service. But it 
was not accidental that such a friend did 
not exist; and I put it down in favor of 
psychoanalysis—and not as a small thing 
either—that it was able to provide on 
short notice a stopgap for the missing 
friend when such a stopgap was most 
urgently needed.” 2° 


Let us now, in the light of our thesis that 
it is mainly emotional experience and emo- 
tional insight that prove to be effective in 
therapy, look briefly at three of Freud’s 
basic contributions: the genetic approach, 
the dynamic approach, and the concept of 
transference. 

The way in which the past of the patient 
becomes effective differs widely according to 
whether we look at it from the viewpoint 
of the therapist or from that of the patient. 
For the therapist, the genetic reconstruction 
is undoubtedly highly useful. It forms the 
basis of his understanding of how the char- 
acter of his patient developed. Here how- 
ever a warning is in order, a warning which 
we owe to Freud himself. It has to do with 
the fact that we base the genetic reconstruc- 
tion on the statements of the patient. I was 
deeply impressed by Freud’s integrity and 
his genius when I first read in his autobi- 
ography the story of his reaction to the col- 
lapse of a basic assumption: 


“The majority of my patients repro- 
duced from their childhood scenes in 
which they were sexually seduced by some 
grownup person . . . I believed these 
stories, and consequently supposed that I 
had discovered the roots of the subse- 
quent neurosis in these experiences . . . 
Then, however, I was at last obliged to 
recognize that these scenes of seduction 
had never taken place and that they were 
only fantasies . . . I was for some time 


completely at a loss. My confidence alike ~ 


in my technique and its results suffered 
a severe blow . . . When I had pulled 
myself together, I was able to draw the 
right conclusions from my discovery, 
namely, that the neurotic symptoms were 
not related directly to actual events but 


to fantasies embodying wishes, and that as 
far as the neurosis was concerned, psychic 
reality was of more importance than ma- 
terial reality.” 12 


Freud’s ingenious concept of “psychic 
reality,” however, affects more than our 
view regarding childhood seductions. It af- 
fects the whole way in which the patient 
perceives his past and his present, himself 
and others. The “psychic reality” of all this 
is distorted by the patient’s unconscious 
needs and anxieties. In the course of ther- 
apy the images of the past change so much 
that the patient later experiences his father, 
his mother, his childhood and his whole 
past differently from earlier feelings. 

In the objective, genetic view of the ther- 
apist, the past determines the present. In 
the subjective, emotional experience of the 
patient, the changing dynamics of the pres- 
ent decisively influence his view of the past. 
In effective therapy, the past enters spon- 
taneously as a dynamic symbol of the pres- 
ent. It deepens and intensifies the emotional 
experience of the patient. Specific elements 
of the past are called forth by the specific 
dynamics of the analytic process. At times 
of increasing anxiety and helplessness, past 
symbols of weakness and dependency may 
enter associations and dreams. At times of 
lessening alienation constructive symbols 
appear. Chronologically such symbols may 
lead back to childhood and adolescence, dy- 
namically however they are not regressive, 
but constructive indications that the patient 
reconnects himself with times when his 
feelings were more genuine, his sense of 
personal identity greater, when he was 
closer to his real self, when, as Thomas 
Mann expresses it in “Tonio Kréger,” “his 
heart was still alive.” 

The effectiveness of the therapeutic proc- 
ess is intensified by such emergence of vital 
experiences of the past. It is true that over- 
emphasis on the past as it formerly occurred 
in many orthodox analyses fosters externali- 
zation and the avoidance of vital conflicts 
in the present. But a neglect of, or a disre- 
gard for, the past interferes even more with 
effective therapy. The restriction of a “here 
and now” approach which does not invite 
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the intensive participation of the past, 
makes the analysis shallow, intellectual and 
oppressive. It permits the patient to dissoci- 
ate himself from his past and it perpetuates 
his alienation; what is worse, it deprives 
him of a powerful therapeutic factor, his re- 
connecting himself with the healthy roots 
of his past, on his road to true identity and 
self-realization. 

A similar problem exists with regard to 
dynamics. The therapist’s understanding of 
the patient’s dynamics is, of course, an in- 
dispensable prerequisite for effective ther- 
apy. But again the role played by the dy- 
namics is very different when we look at it 
from the viewpoint of the patient’s emo- 
tional experience. Let me illustrate what I 
mean by a simple but basic example that is 
known to all of you. In the course of ther- 
apy you have given a certain interpretation 
two, three, or more times before without 
getting any real response; or you got per- 
haps some expression of interested intellec- 
tual agreement. Then, one day, you give 
the same interpretation—and a kind of 
earthquake occurs. There, in front of you, 
is a human being shaken to the very roots. 
He may stare at you silently or he may cry 
or laugh or do both at the same time. He 
may perspire, have palpitations or breathe 
heavily. What we are witnessing is the clini- 
cal evidence of body participation in emo- 
tional insight, insight powerful enough to 
lead to basic emotional change. Alexander 
Martin has emphasized the decisive role 
which this “Aha” phenomenon plays in the 
dynamics of insight.1* If the patient could 
verbalize his insight, and it is characteristic 
that he usually can not do it, he might say: 
“Yes, it is me, not they. It is me, and not 
fate.” As Shakespeare has Cassius say: “The 
fault, dear Brutus, is not in our stars, but in 
ourselves.” Such insight is extremely pain- 
ful because it shows us what we have been 
doing to our selves. But even more, it is 
liberating, because now we know that we 
can and will change. 

How does the therapist react to such an 
event? Very often he will feel some surprise 
‘or irritation. Had he not given the same 
interpretation many times before? His re- 
action may change from surprise to frustra- 
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tion and anger when the patient lashes out 
at him: “Why did you not tell me that many 
months ago?” Such “analytic amnesia,” a 
very common occurrence, shows that from 
the viewpoint of effective therapy the ther- 
apist’s own knowledge, while indispensable, 
is by no means decisive. What is decisive is 
whether he is able to help the patient to 
“discover” as his own emotional insight 
(owned by him) what he, the therapist, has 
known for a long time, often since the ini- 
tial interview. The “latency time” from 
the understanding of, and the interpreta- 
tion made by, the therapist to the discovery 
of the patient may be hours, weeks, or some- 
times months. It can be shortened by the 
therapist’s staying as closely as possible to 
the subjective experience of the patient, 
using his words and particularly his own 
symbols, be they derived from his life ex- 
perience or from his dreams. Such symbols 
have a specially high dynamic power as 
pacemakers in therapy because they have 
their origin in the most personal inner 
world of the patient. Most important, how- 
ever, even for the process of gaining emo- 
tional insight, is the character of the doctor- 
patient relationship. Only in the warm 
empathic relationship in which the patient 
feels fully accepted as he is, accepted even 
with those aspects of himself which early in 
life he felt forced to reject or repress, is ther- 
apy wholly effective. 

Emotional insight becomes possible only 
after the patient has had such a vital ex- 
perience of acceptance, and that often for 
the first time in his life. Only now does he 
become able to lift the repression and 
to undo the partial or total rejection of 
his self. Only now can he face his actual 
self and tolerate the anxiety and conflict 
connected with it. It is the patient’s own 
emerging awareness which, fusing with the 
therapist’s interpretation, then leads to the 
all-pervading emotional insight which is as 
different from intellectual insight as the © 
feeling of love or the witnessing of death 
differs from reading or talking about it. 

The evaluation of the factors considered 
effective in therapy often focuses on the 
relative significance of insight versus rela- 
tionship. I hope it has become clear that 
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such a dichotomy grows meaningless as 
soon as we are dealing with true emotional 
insight. Insight itself depends greatly on 
development of the analytical relationship. 

This leads me to my last point. Freud’s 
idea to use the emotional reactions of the 
patient to the therapist—reactions which 
the “rational” psychiatrist of his time con- 
sidered only as disturbing—was one of his 
greatest discoveries, even though historically 
seen it was partly rediscovery. The patient- 
doctor relationship is more than transfer- 
ence when transference is seen merely as a 
repetition of infantile experiences. It has 
to become much more to make therapy 
effective. Yes, the relationship begins in the 
shadow of what may be called transference. 
The patient brings with him and transfers 
into the relationship anxieties and compul- 
sive needs which up to now have disturbed 
all his other interpersonal relationships. But 
in effective therapy the more or less blind, 
compulsive, anxiety-charged patient-doctor 
relationship gradually changes into a see- 
ing, feeling, spontaneous and basically mu- 
tual human relationship. In the words of 
Ludwig Binswanger: 


“This psychotherapeutic process is not 
merely a mutual mental effort concerning 
a matter or task of mutual interest, not 
only a service or an achievement. It is an 
uninterrupted communicative and reci- 
procal contact, which is the fundamental 
facet of any psychotherapy. This com- 
munication must under no circumstances 
be considered mere repetition, as ortho- 
dox analysts believe, that is to say, as 
transference and countertransference in 
the positive case, as resistance and counter- 
resistance in the negative one; rather, 
the relationship between patient and doc- 
tor invariably constitutes an autonomous 
communicative novum, a new existential 
bond. This is especially true not only 
with regard to the patient-doctor relation- 
ship but also and above all with regard 
to the purely human relationship in the 
sense of a true togetherness.” 13 


Only in such an emotional climate can 
the patient become aware of how he pro- 
jects his own hostility and repressed or re- 


jected aspects of himself onto the therapist. 
Among these repressed and rejected aspects 
are also highly constructive ones which he 
will soon identify as his own. Thus his self- 
realization becomes possible. 

This truly is a “corrective emotional ex- 
perience” in the sense of Franz Alexander's 
creative formulation.1* It will correct basic 
feelings and assumptions the patient had 
about himself, about others and about life. 
But I feel that to be fully effective this ex- 
perience has to be spontaneous, not con- 
sciously planned by the therapist. This 
makes our task much more difficult. It re- 
quires a well-analyzed therapist who has 
the capacity for genuine affective contact 
and for healthy emotional involvement with 
the patient. And to the degree to which his 
reactions are not yet healthy, he must be 
aware of them, be they the residual of a 
master molder such as Professor Higgins or 
a masochistic missionary. 

Evaluation of therapeutic results seems to 
indicate that the degree of success is very 
closely related to the personality of the ther- 
apist. This points up the crucial importance 
of the therapist himself: the maturity of his 
character, his self-awareness, his tolerance 
for anxiety and hostility in himself and in 
the patient, his professional training and 
skill, but above all his capacity for empathy. 
Basing his view on his experience as a train- 
ing analyst, Braatoy speaks of the impera- 
tive need for “a surplus of warmth” in the 
therapist and says: “In accepting students 
or doctors for training in psychoanalysis, 
this aspect should be of central importance. 
Concretely: choosing between a cool, schiz- 
oid character with an IQ of 145 and a lively 
warm person with an IQ of 115, there 
should be no doubt.” 15 

Here, I believe, is the beginning of an 
answer to the problem we posed in the be- 
ginning: the gap between scientific progress 
and therapeutic effectiveness. The “pre- 
scientific” age provided the physician with 
many fewer tools for healing than we have 
today. Nevertheless, he often proved highly 
effective in therapy, as for example, The- 
ophrastus Paracelsus. Born one year after 
Columbus reached America, Paracelsus told 
the physicians of his time: “The doctor's 
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office consists of nothing but compassion 
. .- His virtue is that he truly understands 
his patient and is able to mobilize the pa- 
tient’s vital forces.” 15 

Perhaps, because Paracelsus saw the effec- 
tive therapist endowed with compassion and 
the capacity to mobilize the patient's con- 
structive forces, he could pronounce a truth 
about therapy which I feel we need more 
than ever in this age of chlorpromazine and 
reserpine: “For man the most powerful 
medicine is man himself.” The effectiveness 
of our therapy will grow to the degree to 
which we become able to combine the 
knowledge of our “scientific age” with the 
empathy of a Paracelsus. 
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Using the term “therapy” in its most 
honorable sense, I believe most of us would 
grant by now that therapy may occur both 
within and without psychiatry. While life 
can be rather inventive in providing thera- 
peutic moments, the sad fact is that most 
of our patients, rather than meet such a 
moment, will perversely turn the other 
cheek. And if we restrict our considerations 
to the achievements within psychiatry, we 
are forced to acknowledge that the theories 
sustaining the therapist may be as various 
as those of Freud and Jung, Adler and 
Reich, Sullivan and Klein. So disparate, if 
not contradictory, are these theories, that 
they often seem to have no more in com- 
mon than an abiding interest in the pa- 
tient’s improvement. Still it would be fool- 
ish to act, in the face of such diversity, like 
the anticlerics of the twenties who thought 


the sheer multiplicity of religious sects dis- 
posed altogether of the question of religion. 
It would be preferable to assume that each 
system offers its own way of objectifying, 
if not the patient, at least his psychopathol- 
ogy. And if we add the technical instruc- 
tion and the rewards of personal analysis, 
acquired in the training institutes, we can 
recognize a considerable ground of knowl- 
edge or science, which will not necessarily 
interfere with therapeutic effectiveness. 
Hopefully, each student will eventually 
transcend his training, or at least shape his 
subject as much as his subject shapes him. 

What lies beyond theory and training, 
however, is something we all recognize when 
we are obliged to refer a close friend or 
relative for treatment. When our relation- 
ship with the patient is casual, we make our 
referral on the basis of training—or even 
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schools of training. But as our concern for 
his fate increases, we abandon our techno- 
logical rules and ask instead, What manner 
of human being will deal with our friend’s 
distress? To what extent will he be able to 
know that friend, without relinquishing his 
own actuality or identity in the knowing? 
“Knowing” is here sharply distinguished 
from “knowing about”—the latter being all 
that may be legitimately expected of a 
training institute. In other words, to what 
extent will there be the possibility of meet- 
ing between these two beings—the mutual 
encounter which Martin Buber calls the 
I-Thou relation? It is here that our prescrip- 
tive powers fail us and we must fall back 
on an older wisdom as we imagine the kind 
of relationship we hope for. Although often 
invoked, extrapolations from psychopathol- 
ogy will be of little assistance here. The fact 
that therapist and patient share, say, “ob- 
sessional” or “schizoid” or “hysterical” traits 
asserts only that the two have in common a 
disability which prevents meeting. Extra- 
polations from psychopathology, by defini- 
tion, will say nothing of those more fully 
human qualities which we call “imagina- 
tion” (intelligence in the large sense) or 
“taste”’—humor or kindness or “common 
sense” —which are all that can make meet- 
ing possible despite pathology. Experience 
with schizophrenia tells us that such meet- 
ing will not guarantee the successful out- 
come of treatment. On the other hand, I am 
convinced there has been no successful 
treatment without it. 

What is the relation of this meeting to 
what we call “transference”? Compared to 
any ideal of relationship, a transference sit- 
uation must be called not only illusory but 
idolatrous—whether the therapist is cast as 
hero or as villain. Indeed it is precisely this 
overblown situation, with all its romantic 
distortions which is, so to speak, the dis- 
order itself. It is thus at the opposite pole 
from the mutual encounter which I have 
called “meeting,” although I mean to in- 
voke only that ideal which most of us would 
agree to call a normal relationship. When 
we examine the words used to define such 
meetings—words ranging from empathy, 
spontaneity, “warmth” or “contact” on the 


one hand to “consensual validation” on the 
other—we find that the qualities generally 
invoked are twofold. Something like mu- 
tuality or trust must be accompanied by 
something like truthfulness or appropriate- 
ness. The truthful quality of relationship 
would preclude the kind of idolatry or self- 
seeking by which various delusions, called 
“wishful thinking,” projection and so on, 
become substitutes for truth. Similarly, mu- 
tuality precludes the kind of distrust or fear 
which leads equally to falsification. If I 
try briefly to define what we mean by a 
“normal” relationship in its ideal sense, it 
is because I want to mention a few of the 
ways in which psychiatric theory may oper- 
ate to postpone, discourage or even inhibit 
this ideal. 

We are all familiar with the way in which 
“authoritarian” techniques may prevent mu- 
tuality. And we are also familiar with older 
theories which emphasized insight over re- 
lationship, or encouraged a knowledge of 
the past at the expense of insight into the 
present. But I am thinking of a practice 
more general and modern and, in many 
ways, more enlightened than these. What 
I would emphasize first of all is that meet- 
ing does occur, even at the beginning of 
therapy, more frequently than present the- 
ories allow us to recognize. And secondly, 
even where true meeting does not take 
place, many of the distortions seen as “trans- 
ference” could more usefully be seen either 
as gropings toward, or as recoils from, the 
hope of mutual relationship. Under present 
theory we are always in danger of making 
two kinds of error. First the patient’s feeble 
or misguided efforts toward meeting will 
either be ignored or else interpreted as their 
opposite—i.e., as positive efforts toward the 
false ideal we call transference. And con- 
versely, for lack of more precise definitions, 
the therapist is often deluded into accept- 
ing many of the false or idolatrous attitudes 
of transference as though they represented 
that “empathy” or “contact” of the ideal 
relationship. 

In terms of those two qualities, mutuality 
and truthfulness, I believe we could say in 
general that such meetings as do occur, or 
are recognized as such, will be recognized 


THE THERAPEUTIC PROCESS 


rather in terms of truth or knowledge than 
in terms of mutuality. Mutuality between 
patient and doctor is usually regarded as a 
distant goal, often signaling the end of 
treatment. Meeting is recognized rather as 
those sudden illuminations or insights— 
moments of truth—whatever they are 
called. And whatever they are called—in- 
sight or recovery of childhood memories or 
mere abreaction of feeling—it is certainly 
the hope of every therapist that they will 
occur more frequently and will be trans- 
ferred from the laboratory situation into 
the patient’s life. The point to be empha- 
sized here is that it does make a difference 
what we call such moments: the experience 
will differ according to its name. Experi- 
enced as “insight,” the moment will de- 
mand some creative effort on the part of 
the patient. As mere reaction of “abreac- 
tion” of the organism, it requires no effort 
of thought or imagination. As meeting or 
relationship, mutual effort is of course re- 
quired. To regard mutuality as a final end 
or distant goal is either to exclude it from 
the treatment or to take a somewhat round- 
about road to the goal. And there is a fur- 
ther danger that in viewing therapy too 
much in terms of truth or knowledge, the 
wrong kind of knowledge—a knowledge of 
organisms or of psychiatric theory—will 
come to be substituted for both knowing a 
person and knowing about people. 

Here I think we are more familiar with 
the dangers of using a person as a mere 
object—whether of manipulation or of 
mere knowledge, like a puzzle to be solved 
—than we are with the dangers of defining 
him in the wrong terms of knowledge. 
When defined as an organism, he is being 
regarded either medically or biologically, 
which is ultimately to regard him either as 
an animal or as the machine of his brain 
and nervous system. And when he is not 
being regarded as a natural-science object, 
it has become fashionable to regard him as 
a physical-science process or event or “con- 
figuration of energies.” At present we do 
not take such definitions very seriously, for 
we do not believe that we mean them very 
seriously: we do not mean to say that man 
is nothing but a mammal or a dynamism or 


a brain. To argue that we do mean this 
would be to argue the importance of lan- 
guage upon belief and thought and ulti- 
mately on practice. Instead I will urge only 
the modest point that if it was dangerous to 
ignore relationships in favor of knowledge, 
it would be equally dangerous to promote 
“warmth” or mutuality at the expense of 
knowledge. What is important is that both 
the truth and the mutuality of relations 
should be defined in terms of human ex- 
perience and should not be defined in terms 
of physical events or natural organisms. 

With this qualification in mind, I think 
we might take a closer look at mutuality or 
meeting, at the difference between knowing 
and knowing about a person. When we are 
not trying to unravel the puzzle of his per- 
sonality, we may be simply standing in his 
presence as before an irreducible fact, which 
is at the same time the irreducible mystery, 
of his singularity, his individuality. Al- 
though such moments occur every day in 
the most ordinary encounters, it is perhaps 
only at more exalted moments, having to 
do with love or poetry or religion, that we 
become aware of their essential quality. In 
addition to mutuality and truthfulness, in 
addition to the immediacy of direct im- 
pact, what distinguishes such moments is 
their utter lack of usefulness, their non- 
utilitarian character, which is the exact op- 
posite of all purposes of scientific and other 
knowledge. Here we can speak only of 
value, as opposed to usefulness, or of “truth” 
in its largest sense, which always transcends 
and often contradicts our knowledge. In- 
stead of confronting the world as some- 
thing to be changed or studied or other- 
wise adapted to the human needs, we stand 
in a kind of respectful silence before the 
tremendous fact of its mere existence. Thus 
even our most casual encounters with peo- 
people may have a quality which is usually 
associated only with poetry or religion, and 
not at all with what science has taught us to 
regard as real life. 

At this point terminology becomes all- 
important. Science itself disclaims any abil- 
ity to describe “poetic” or religious experi- 
ence, although it does claim to be describing 
reality or experience in general. I think we 
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cannot have it both ways. Either real life 
includes poetry and religion, which the 
scientific terms are powerless to describe, or 
else real life—our actual encounters with 
people—belong to the same ideal or im- 
aginary realm to which science tends to 
consign poetry. Here we see some of the 
illogical effects of trying to translate all ex- 
perience into scientific terms, yet at the 
same time exclude certain “non-scientific” 
areas of experience. For while the term 
“relationship,” for example, is being trans- 
lated into inappropriate terms of science, 
the actual quality of relationship has been 
excluded from the scientific consciousness, 
given a special aura and a private rhetoric 
of its own, and relegated to the equally in- 
appropriate niche called “poetry.” If it is 
true that an experience changes character 
when described—that is, experienced—in 
different terms, we may imagine the some- 
what confusing character of an experience 
which is described, on the one hand, as 
something shared with animals or other 
physical events and, on the other hand, as 
something specially reserved for poets, saints 
or prophets. 

It is for such reasons that we must look 
with a certain caution at the advances made 
in psychiatric theory. Psychiatry has of 
course developed a whole vocabulary of or- 
ganisms, replacing the traditional speech, 
and even the traditional knowledge, of 
people. Thus even as knowledge improves 
and practice becomes more humane, we still 
are hampered by a most inadequate and 
often wildly inappropriate set of terms. Of 
late years, for example, our concepts of 
therapy have happily been expanded to 
permit a much closer scrutiny of the im 
mediate and mutual situation in which the 
therapist finds himself with his patient. A 
vocabulary of the “participant-observer” 
has, among others, been devised. Yet this 
like all such terminology, is still so hedged 
around with natural- and physical-science 
concepts as to be far more suitable to the 
scholarly observer than to the human par 
ticipant. (The very frequency with which 
we fall back on the term “human”—the 
human side or level—as opposed to the 
scientific is sufficient indication of this). We 


are still very reluctant to cast off our physi- 
cal-science trappings altogether, or to trans- 
late our actual experiences with patients 
into the traditional, everyday language of 
relationships. 

Hence, I believe we have been somewhat 
slow to recognize the fact that certain phe- 
nomena—so-called transference situations, 
for example—are no more unique to psy- 
chiatry than a neurotic symptom is unique 
to the so-called neurotic patient. The spe- 
cial distortions caused by envy, malice, 
idolatry, and erotic or romantic hopes were 
not unknown to any of the dramatists, 
philosophers or moral and religious teach- 
ers of the past. While it is the great merit of 
psychiatry to have gathered these under 
one heading for study, the heading itself 
may cause us to forget that “transference” 
occurs in any close or meaningful relation; 
certainly it occurs with striking frequency 
in all teaching relationships. But here again 
we are reluctant to think of therapy as a 
form of education, even though most of us 
would agree that it is closer to being a 
teaching relation than a medical course of 
treatment. Under present definitions, to 
call it a system of moral guidance or a teach- 
ing of values would be to accuse the thera- 
pist of the two things which a scientist is 
most anxious to avoid. And a change in 
definitions will not be possible unless or 
until we can enlarge the concept “science,” 
which currently means only the natural or 
physical sciences. 

It is because of his habit of thinking in 
medical terms, none the less, that the psy- 
chiatrist conceives of transference as a ma- 
lignant obstruction which needs to be re- 
moved or unpeeled, layer by layer, in order 
that true relationship may eventually oc- 
cur. This concept of therapy as a kind of 
psychic surgery is not unlike the original 
concept of depth psychology, in which the 
Freudian surgeon performed rather as an 
archaeologist digging for buried truth. (And 
for the buried truth of Nature, I might add, 
undistinguished from the human truth). It 


is not only that such concepts may prevent _ 


us from recognizing such hopes or efforts 
toward real meeting as do take place. What 
is more dangerous, I think, is the general 
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habit of translating all end-goals and posi- 
tive values of therapy into the same terms 
of pathology which describe the disease. 
There are many occasions when it seems 
that only the strength of his transference 
gives the patient courage to persevere. Yet 
this is to find virtue in the strength of the 
disease, for transference is precisely what 
the analyst hopes to remove. Similarly with 
such norms or end-goals as the usual con- 
cept of “maturity,” which denote both an 
uncritical acceptance of the prevailing so- 
cial ethos and a sort of negative reversal of 
the diagnosis. But if psychiatrists are forced 
to invent definitions of the human from 
pathology alone, this is only part of the 
failure of social scientists to define a science 
of man in terms appropriate to man. 

In view of the general inadequacy of pres- 
ent definitions, it would not be surprising 
if the effectiveness of therapy were found 
to lie precisely in those areas which have 
been least acknowledged or defined; let 
us say those which have successfully re- 
sisted scientific theory. If we look for anal- 
ogy not to biology or medicine, but to 
other instances of human relationship, we 
think of certain inspired moments of rela- 
tion between a teacher and a student. Even 
though the student’s perception of his 
teacher may be limited, the teacher’s re- 
sponsiveness to both his subject matter and 
his audience may be of such a high imagina- 
tive order as to constitute a personal ad- 
dress which is more than communication 
and closer to communion. For the student 
such an experience cannot be long sus- 
tained, but in memory or subjectivity it 
may be endlessly recovered, inspected, ex- 
tended. Only here does learning occur: 
learning consisting not only of the moment 
itself, not only of the retrospective extension 
of the moment, but also of the later vigorous 
application to the subject, out of which 
later meetings may arise. Obviously, the 
moment must be differentiated from the 
dramatic impact of some teachers whose 
self-assertion dwarfs their message. Learn- 
ing occurs despite idolatry and delusion, not 
because of them. 

Obviously, too, if meeting is to occur in 
psychotherapy, it will occur despite trans- 
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ference—despite inequalities in position, 
status, background, awareness. Within the 
therapeutic dialogue the initiative, hope- 
fully, is the therapist's, providing he can 
forsake the academy to address his patient 
not as an object of knowledge, but as a be- 
ing engaged in “the ethical task” which, as 
Kierkegaard put it, is “to become what he 
already is: namely, a human being.” But 
let us remember that every psychiatric dis- 
order represents in its own way a double 
failure in relationship and _ intelligence. 
Again I mean intelligence in the large 
sense: informed by imagination and judg- 
ment. To breach this failure, even momen- 
tarily, requires a knowing of the other in 
his singularity without any surrender of 
one’s own identity. And such knowing 
must be more than merely communicated. 

Just as we tend to admire those qualities 
in others which we believe ourselves to pos- 
sess, so in psychiatry we understandably 
extol those capacities which lend themselves 
most easily to scientific study—those which 
are nonverbal, for example—and which 
therefore do not distinguish man from 
other animals or even from present day ma- 
chines. It is no accident that, in paying 
homage to nonverbal communication, we 
have also been ignoring or disparaging jusi 
those qualities which are least scientific and 
are most distinctively human. 

Despite this misplaced enthusiasm, how- 
ever, even our homage to the nonverbal is 
fortunately composed of words. 

The encounter which makes therapy possi- 
ble will come about, with a few silent excep- 
tions, through language. And by language I 
do not, of course, mean the ponderous jargon 
of our field which is neither sound nor fury 
and would signify everything. Nor do I 
mean the language of a few gifted poets or 
novelists. And certainly I do not mean those 
affectations of style which do poor service 
to content, while testifying to the prettiness 
or cleverness of the speaker. I mean the 
ordinary rhetoric of our private dialogues, 
wherein style and content are only arbi- 
trarily separable. In short, the language 
which conveys our imaginative reworking 
of our attention to the other’s existence to 
such an effective degree that there may be 
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meeting, and out of meeting may come the 
arduous, painful examination which some 
of us call “working through.” The language 
I speak of is not necessarily gained from 
English courses, although such instruction 
may offer appropriate criticism. No, it is the 
language we can speak when self-conscious- 


ness, anxiety, envy and their like have left 
us free enough to speak as one human be- 
ing to another. 

At such times language is not a cumber- 
some skill we use to express ourselves in- 
adequately; at such times we are at one 
with our language and ourselves. 


Louis DE Rosis 


Psychoanalytic therapy, when it is effec- state of safety. Searching has no place be- 


tive, means the nurturing of a feeling of 
mutual trust. I believe it is only within the 
human climate of this ever-enlarging whole- 
ness that the doctor draws the strength with 
which to further his patient’s growth. In 
time, the relationship between doctor and 
patient becomes one of the most sensitive 
and refined expressions of social related- 
ness. I believe it is largely in the exercise 
of this basic psychoanalytic process that its 
effectiveness as therapy occurs. 

At the beginning, depending on the 
depth of his alienation, the patient will 
have little interest in any of this. What our 
patient wants, and understandably so, is 
emergency treatment. For example, he 
wants our help in the repair of his all- 
important self-idealizations. It is on the 
strength of these that he feels that he can 
live. Without them he feels, “It is unsafe to 
stay alive.” What is more, he looks only for 
minor repairs to be done because, overtly or 
secretly, he believes his way of life to be 
fool-proof. He cannot know that what he 
takes for strength lies in a design which 
makes him emotionally out of step and, as 
in psychoses, ultimately impervious to life 
itself. When this happens the patient will 
complain of feelings of inner deadness. Liv- 
ing with the fullest range of feeling is the 
only source of our strength; if the patient 
is deprived of this source what impetus does 
he have left with which to grow? 

Our patient wants corrections to be tacked 
on. He wants rules and formulae and what 
amount to new innoculations against life 
itself. Life is becoming for him his greatest 
obstacle, and overcoming it his deepest pas- 
sion. For it is only when he feels he is suc- 
cessful at this that he experiences a transient 
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cause it would involve him in the possibility 
of undergoing massive disintegration which 
would strike sheer terror in him. It is for 
this reason that our patient is in constant 
dread whether he faces it or not. This is 
why he seeks constant reassurance, for at 
bottom he wants nothing less than a guaran- 
tee that this fate is not in store for him. Yet 
we know that, sooner with some and later 
with others, as physician and psychoanalyst, 
as friend and partner, and more than ali of 
these, we search in order to assist him to 
confront and ever so gradually to change. 

Our work may be said to divide itself into 
two main categories. These go on more or 
less simultaneously. Firstly, we seek ways of 
increasing the patient’s tolerance for anx- 
iety, for whatever is not tolerated will be 
converted into dread. This in turn will 
augment the defense drives. Secondly, we 


interest the patient in connecting with what . 


exists currently of his own realizable self. 
A simple test to ascertain how effectively 
the patient is connecting with his own self 
is to be found in his capacity to have, and 
to be free to exercise, choice. Of the many 
inhibitions of which patients complain 
none is more poignant than this inhibited- 
ness with respect to meaningful choice mak- 
ing. At the very heart of this matter we find 
that nothing less is at stake than his inner 
freedom. But freedom is rooted in ever- 
broadening connectedness, for the more 
deeply we bond ourselves to the natural 
laws, the emotional and social laws which 
govern us, the greater is our freedom to 
utilize them for our own needs and desires. 
Freedom is no arbitrary matter. The patient 
gives the impression that he is all out for 
freedom. His freedom is an arbitrary dis- 
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carding of these same laws even though, 
when viewed from within his own bound- 
aries, it has a coherence all its own. It is 
only to the extent that we interest the pa- 
tient in the making of the former connected- 
nesses that we can bring him to the posi- 
tion where he can discard his neurosis. 

One of the most useful ways we have of 
helping our patient attempt this work is by 
way of memory. Here, perhaps, a few words 
are in order about the process of memory 
itself. It may be noted already that it has 
been called a “process.” Clearly the term 
is fitting for it is descriptive of dynamism, 
of an inner transformative process. There 
is nothing static, as is implied when mem- 
ory is looked upon as an act of simple re- 
duplication of a past incident. Eyewitness 
memories of accidents are bound to be dif- 
ferent, not merely because of a failure of 
memory, but because of this creative func- 
tion which makes memory not only possible, 
but meaningful as well. The function of 
memory acts to enrich the patient’s pres- 
ent living in whatever degree it is effective 
in helping him to realize connections. “Con- 
nection” is a holistic term meaning the 
broadening of awareness, the extension of 
continuity, the deepening of meanings, the 
heightening of relatedness, and so forth. 

Another important function of memory 
may be called “integrative.” It contributes 
generally to the development of the feel- 
ing of existence, of being, of reality, of on- 
goingness. Severely psychotic persons are 
wholly devoid of this feeling. In neurosis 
the feeling usually is distorted. In certain 
instances, as in moments of severe inner 
alienation, the patient displays evidences 
that he, too, is almost devoid of it. 

This is illustrated in hypochondriasis 
when the patient gives himself over to the 
development of acutely intense organ aware- 
nesses which, although refined and precise, 
effectively disrupt his relationship with this 
sense of being: What is more, at bottom the 
patient does feel this separation which then 
generates varying degrees of anxiety. Caught 
in a vicious cycle, the patient cannot let go 
of these minute though intense awarenesses. 
This process narrows him more and more 
until a point is reached when he loses all 
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contact, all sense of being, except for this 
one, involving one organ symbol or another. 
Then we observe these patients mutely 
holding their stomachs or their hearts. They 
are unable to hear us or see us and they ap- 
pear to us like zombies. With such patients 
it is usually difficult, if not impossible, to 
elicit memory associations because they are 
so intent on bringing themselves to the ex- 
cruciatingly immediate present. This is one 
reason why it is ineffective to become in- 
volved in the symptom. It serves only to 
sow the seeds of further distress which 
would give cause to the patient to rest the 
resolution of his anxiety on the treatment 
of his organ. As is well-known, the principal 
way to help the patient to achieve respite 
from the anxiety, and therefore from the in- 
volvement with the organ, would be to help 
him to establish greater inner relatedness. 
It is only through broadening his hold on 
life, on the on-goingness of his being, that 
he will be enabled to break his hold on 
what is narrowing and deadening him. If 
we are successful in helping the patient to 
break these holds, we must be prepared for 
a measure of anxiety which will accompany 
the entire process. 

It is almost axiomatic whenever the sense 
of on-goingness develops in our patient 
that it will conflict, in lesser or greater 
measure, with his neurosis, and that anx- 
iety will develop. At these times we must 
be alert to the exacerbation of symptoms. 
I recall a woman who would develop “air 
hunger” as she called it. She would at- 
tempt to inspire “extra air’ because anx- 
iety caused her to feel a sudden and pro- 
found sense of deprivation. Her associa- 
tions were expressed in memories of her 
childhood when she lived in an orphan- 
age, thanks to a step-mother who could 
not abide her. She went on to relate the 
needless deprivations she was made to 
suffer in the name of economy. What she 
eventually connected with was her own 
penuriousness with respect to herself which 
she masqueraded under the guise of thrift. 
Seemingly, paradoxically, this patient was 
very stout. She went on eating bouts as 
often as the sense of deprivation arose, 
even though it ran counter to her penury. 
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The sense of deprivation she transformed 
into a feeling of visceral emptiness which 
she could then temporarily alleviate by 
eating “filling” foods. Yet she could not 
abide the “waste of money” in purchasing 
the food. This caused her to liberate more 
anxiety which would in turn release more 
feelings of deprivation, and so on in ever- 
deepening circles. 

Thus, while memory provides a creative, 
integrative function for our patient, these 
same processes become necessarily the cause 
of varying degrees of distress for him. 
Whenever we are effective in helping to 
set these feelings in motion, whether they 
come by way of creativity or integration, 
the patient will set free within himself 
some of this sense of dissolution which we 
have already described. In point of fact, 
this must be set into motion before a 
meaningful change will occur. 

Patients provide us with tip-offs to im- 
pending inner connections by their ac- 
count of the hour. For example, one may 
say, “My, but that hour went so soon”— 
and display an avidity for more. Another 
will say, “God, I thought the hour would 
never end.” These patients are in the op- 
posing direction. Other patients recall that 
they have no memory of any memory. 
These patients will say, “Nothing has ever 
happened, nothing has ever changed in 
my life.” They take note of nothing and 
they will say that their life is a bore and 
a continuous string of monotony. They 
will sit like zombies; when they are stimu- 
lated they speak only in terms of nothing- 
ness. These patients are among the most 
difficult to treat because they are so effec- 
tively entrenched in the denial of their 
on-goingness, gaining for themselves a loss 
of all contact with anxiety. These patients 
are usually referred to us by members of 
their families, for they themselves cannot 
want treatment. They have to be told when 
to leave an hour; many come to the office 
too late or very early. If they are punctual 
it is either because of accident or because 
arrangements have been made which “make” 
them on time. The philosopher, Nietzsche, 
once described a capacity in human living 
which he called the “sixth sense.” These 


patients no longer sense the “historical” 
perspective of which Nietzsche wrote. They 
dread the experience for it would involve 
them in an awareness of time, of movement. 
If they could come to analysis, the most they 
could hope for themselves would be to ob- 
tain assistance in ridding themselves of 
what they take to be impediments to life— 
in short, to reality. To sum up, the elicit- 
ing of memories has therapeutic significance 
when it affords us an opportunity to assist 
a patient in making these all-important in- 
ner connections without which there is no 
growth of awareness. It is not that the pa- 
tient sees a pattern to his memories that 
is important, but that he expresses in the pat- 
tern a way to form a link so that he may 
eventually divest himself of it. What is 
more, in capturing the feeling from which 
he has been cut off, by his neurosis, he be- 
comes its possessor, free to take responsi- 
bility for it or not, as he may then choose. 

One patient brought a memory of him- 
self as a little boy left behind by his parents 
who went off in their car. He trembled as 
he told of the shattering fear he then ex- 
perienced. In an obscure way he felt him- 
self surrounded by a world of enemies 
forcing a paralysis upon him. It was not 
until the patient connected with his grandi- 
osity, which had in fact compelled him to 
squelch his fears as well as his active wishes, 
that he was then able to divest himself of 
the paralysis which he externalized out into 
the world. Now he did not have to hold 
himself to the task of managing the uni- 
verse, his family and his friends, as well as 
his own self. He could feel free to pursue 
issues of less consequence but more mean- 
ingfulness. “I don’t have to go to Chicago 
to see my brother. His life is his life and 
mine is mine. I am free.” 

Alert to the danger of anxiety as we may 
be, the patient is usually in a good position 
to protect himself from excessive amounts 
of it. He has made a life occupation of it. 
Nevertheless, our sensitivity to anxiety will 
do more than anything else to convey to the 
patient a feeling that we are effectively at 
his side. In this context, the patient utilizes 
memory in order to approach himself, while 
at the same time minimizing the experience 
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of excessive anxiety. One patient had been 
toying with this experiment: “Let myself 
go, let myself feel adrift. I will say exactly 
everything just as it comes to me.” He then 
missed his next two sessions. Finally, his 
wife called to say that he was in the hospital 
with what was diagnosed as a heart attack. 
It turned out that what he actually had was 
paroxysmal tachycardia. It was diagnosed by 
the family physician as acute hyperthyroid- 
ism with thyrotoxic heart disease. Here is 
an instance where the patient reached out 
beyond his point of safe return, precipi- 
tating an anxiety attack with attendant so- 
matic manifestations. He returned to the 
problem after he had compensated by way 
of childhood memories in which he told of 
a toy boat he had set adrift in a lake. He 
experienced this feeling in terms of his toy 
boat experience and gradually he was able 
to set himself to feel the drift of his living. 

Childhood is a time when the patient is 
less ridden by neurotic devices, when he 
has fewer guilts and neurotic needs. In ad- 
dition, it is a time when he may have been 
somewhat closer to himself. In experiencing 
his childhood, what the patient is really do- 
ing is trying to capture the feelings of ele- 
mental being which he is losing at that very 
moment. One patient told of a time, at the 
age of six, when his father had humiliated 
him publicly. This had kept him from 
entering a marble game which he loved be- 
cause his eyes refused to stop tearing. He 
resolved never to cry again. It really meant 
that he could never let himself experience 
warmth and softness or compassion, for 
himself least of all. At that point it became 
clearer that the patient was already coming 
to a closer experience of these feelings. I in- 
quired about the health of his dog who had 
been hospitalized. Finally, he broke into a 
vale of tears, experiencing for the first time 
in twenty-five years the feeling of sadness 
and compassion which he had been on the 
verge of feeling for his dog. The next hour 
he reported that the world seemed to come 
to him in a different light. It came clearer 
that the quality of his involvement with 
himself was broader and more encompass- 
ing. He had added some new dimensions, 
new being. 


Our patients’ memories may be said to 
occur as if upon a stream. From this stream 
we are free to select those motivational com- 
ponents which are of greater meaningfull- 
ness for our patient at that particular mo- 
ment. This may manifest itself in terms of 
the possibility of more tolerance, more 
readiness, less defensiveness. As the doctor 
develops more sensitivity to the particular 
patient it will manifest itself gradually in 
keeping with the patient’s increased ca- 
pacity to experience greater anxiety. It will 
not be long before we will find that the pa- 
tient is in a position to make little excur- 
sions away from his defensiveness, very 
much like the child who dares to venture 
a little way when he knows his mother is 
close by. Sometimes the simple acknowl- 
edgement of a mood as it is experienced in 
a memory that has its origin in the distant 
past is of value because it will help the pa- 
tient generally to connect it with the latest 
appropriate symbol. For example, it will 
help the patient to connect the feeling of 
diffuse dread with his mother who was, 
in fact, an authoritarian character who 
cramped him in various ways, even though 
we know that she is a symbol for the ex- 
ternalization of his own inner tyrant. This 
becomes a freeing process. It is a help to 
the patient to link a mood of light-hearted- 
ness to his teacher who was kind and warm 
and who showed a deep interest in his 
growth even though this, too, represents his 
own inner resourcefulness, which he may 
not yet dare to acknowledge, cast onto the 
figure of the teacher. 

To summarize: What are we out for? 

1) To keep awake to the importance of 
fostering the growth of a feeling of ongoing- 
ness in our patient. This serves to mobilize 
not only his defensive structure but under- 
score his potential for growth. 

2) To assist the patient in experiencing 
the benefits that may accrue from this pro- 
cess as it increases his sense of freedom, of 
motility, and so forth. 

3) To make further use of all these new 
developments, to assist us in the continuing 
task of interesting the patient to connect 
more and more within and without himself 
in as many ways as possible. 
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4) To assist the patient to experience his 
“structuredness” as a total fact of his exist- 
ence, as the crutch which has outlived its 
usefulness. 

5) To help the patient to experience that 
you, too, are out for living, that what you 
are out for with him is not merely a tech- 
nique but an expression of the life process. 

6) Having had you at his side through all 
the trials, you and he venture to involve the 
patient in taking more chances, in daring 
to suffer more anxiety. This is especially im- 
portant as preparation is being made for 
the patient to go it alone. 

I will close with an example of an inci- 
dent which happened recently. A patient 
said to me, “Hey Doc, you're breathing.” I 
was somewhat startled and it soon devel- 
oped that my patient was even more so. As 
the implication of this quip unfolded, I said 
to him that we had been breathing the same 
air together for several years. He then re- 
plied, “I don’t know how you have been 
getting away with it, but you have. You are 
alive—you do exist, and you really hadn't 


had my permission to do so.” It was an 
hour which brought together many, many 
meanings. The patient was cutting the tie 
that he had kept between us. By granting 
me existence he had caused his preparation 
for his own birth. He was letting himself 
into a new world. And with this he experi- 
enced a diminution of the isolation he had 
been experiencing. It seemed like a paradox 
to him that the more he experienced him- 
self the less isolated he became. He further 
experienced that there was “the real pos- 
sibility of living in co-existence,” and in 
fact he said, “How could there be any other 
way of life?” As he lost these feelings of 
isolation he became less fearful. For the first 
time he could apply to another for help 
which meant something. He could also 
make friends. As he said, ““This can be with- 
out the fear that has been plaguing me all 
these years. It is a fearful prospect to live 
alone in the way I have. I feel now that I 
will be able to go among you and meet you, 
not in defiance, nor for that matter abashed, 
but as an equal.” 


SILVANO ARIETI 


I shall confine myself to expressing some 
ideas about what I think is effective in the 
treatment of schizophrenics. Of course, any 
therapeutic approach is based more or 
less on a theoretical framework, and even in 
a brief presentation such as this one, we can- 
not help but refer tp theories. 

According to the original conceptions of 
the orthodox Freudian school, the effective- 
ness of the treatment lies in the fact that: 
1) what was previously unconscious was 
made conscious by the treatment and there- 
fore is not so disturbing any longer, 2) the 
repressing forces and the defenses of the ego 
need no longer be used in warding off in- 
stincts, and the invested energy may be lib- 
erated and used for constructive purposes, 
3) the methodology consists of showing to 
the patient sooner or later how the past is 
effective in the present. 

Now although some of these ideas or 
their derivatives may be retained in under- 
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standing the treatment of neurotics, this 
formulation must be considered inadequate 
in explaining the effectiveness of treatment 
of schizophrenics. 

1) With the exception of the well-system- 
atized paranoid, what is generally uncon- 
scious in the normal or in the neurotic is 
quite often conscious in the schizophrenic. 
Although some areas are dissociated or un- 
conscious in the schizophrenic too, the main 
disturbance derives from the state of psychic 
disequilibrium, disintegration and fragmen- 
tation, rather than from the state of un- 
consciousness of conflicts. As a matter of 
fact, at times we would prefer that certain 
conflicts would be unconscious, at least as 
long as we cannot use the awareness of them 
in the effort toward reintegration. 

2) Again with the exception of the well- 
systematized paranoid, there is no energy 
wasted in repressing or in useless defenses. 
As a matter of fact, one gets the impression 
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that quite often the patient is not able to 
build up defenses. It is true that the phe- 
nomena of regression may be considered de- 
fenses, but they involve withdrawal and re- 
treat rather than repression. 

3) Rather than to focus on how the past 
is effective in the present, the treatment 
must focus on how the present need not be 
the effect of the past. Although the past has 
to be uncovered, studied and understood, 
the reintegration of the psychotic will be 
based more on the realization of the pa- 
tient of the present potentialities and on 
his trustful expectations of the future. 

In summary, a new basic approach has to 
be resorted to, which, although it retains 
some of the mentioned aims, relies pre- 
dominantly on the establishing of a new 
interpersonal contact with the therapist. 
The interpersonal process, which in accord- 
ance with the teachings of Harry Stack Sulli- 
van is the basis of human psychology and of 
human psychopathology, must find a new 
prototype in the relation with the therapist. 
The patient, as a result of his painful ex- 
periences with people in general and espe- 
cially with the significant adults, mistrusts 
people and withdraws. At the same time, 
in withdrawing he desocializes. He loses the 
symbols he shared with society and resorts 
to his own individualistic, private symbols. 
How will he reintegrate? How will the new 
interpersonal prototype benefit him? In the 


establishment of what I think may be called © 


basic trust. This term, already used by the 
psychologist Eric Erickson and the philos- 
opher Martin Buber in different contexts, 
is applied by me to the therapeutic situa- 
tion, also. 

Erickson® defines as basic trust an attitude 
toward oneself and the world derived from 
the experiences of the first year of life. By 
“trust” he means trustfulness as far as others 
are concerned and a sense of trustworthiness 
as far as oneself is concerned. Mistrust is the 
opposite. I fundamentally accept Erickson’s 
conception, except that I feel that this trust 
or mistrust is not the result of the experi- 
ences of the first year of life only, but of the 
whole early childhood, and to a limited ex- 
tent even of what happens in the later 
part of childhood. These feelings of trust or 


mistrust are the consequences of the early 
interpersonal relations with the significant 
adults, as described by Sullivan.*1. 12 

Martin Buber defines trust as “a contact 
of the entire being with the one in whom 
one trusts.”* In Buber’s termirJiogy, it is 
this trust which permits the I-Thou rela- 
tionship to exist.? Psychologically this means 
that without others and trust in them there 
would be no I, no development of the self. 
Buber’s “I-Thou” expression corresponds 
approximately to Sullivan’s “me-you” ex- 
pression. 

The word “trust,” as it is used by the 
speaker, obviously means much more than 
what it usually connotes, although the usual 
meaning is included here also. By “trust” in 
early childhood I mean a special atmos- 
phere, a certain attitude, a general feeling 
which in a certain way is the opposite of 
what Horney has described as “basic 
anxiety.”® This atmosphere of trust, like 
the atmosphere of basic anxiety, is the 
result of the relationships with others. With- 
out the others, or before the others acquire 
a “significant” or symbolic importance, the 
life of the child is almost entirely governed 
by reflexes, conditioned and unconditioned, 
and by automatous mechanisms. 

Things are taken for granted by the 
child, they are expected to occur as they 
have occurred before. After a certain stim- 
ulus, hunger for instance, a subsequent 
act, the appearance of the mother’s breast. 
is expected. Later the child comes to feel 
that all things in life are due to others, are 
willed by others. Mother may or may not 
give him the breast, mother may or may 
not keep him on her lap, mother may or 
may not fondle him. The child learns to see 
everything thus in a teleologic way. That 
is, everything is due not to physical causes, 
but to the will of people. But together with 
the feeling that everything depends on peo- 
ple there is also the feeling that people 
will do these wonderful things. In other 
words, the child expects these wonderful 
things to happen, he trusts adults. 

At first, of course, these feelings of the 
child are vague, indefinite. Since the child 
is deprived of the big words that we use to 
describe these phenomena, his apperception 
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of these feelings remain at a primitive level. 
We may describe them as diffuse feelings, 
postural attitudes, physiological preparation 
for what is expected, nonverbal symbolism, 
and so forth. 

Later, not only physical things are ex- 
pected by the child from others, but also 
approval, that is, the expectancy of the 
adults, as far as the child is concerned. 
What I mean is that the child expects the 
significant adults to expect something of 
him; the child trusts that the adults will 
trust him. In other words, there is a recipro- 
cal trust that things are going to be well, 
that the child will be capable of growing 
up to be a healthy and mature man. The 
child perceives this faith of the mother and 
accepts it, just as he used to accept the 
primitive responses to the usual stimuli. He 
finally assimilates this trust of the signifi- 
cant adults, and he trusts himself. 

In the childhood of schizophrenics this 
basic trust is lacking or defective, either be- 
cause the parents are rejecting or because 
they themselves are extremely anxious, that 
is, deprived of sufficient basic trust, which 
consequently cannot be transmitted to the 
child. The child, on the contrary, incorpo- 
rates a tremendous amount of anxiety. 

In schizophrenia, therefore, the self is im- 
paired or very vulnerable on account of 
what we have just mentioned, and tends 
to disintegrate and to reject the Thou, 
whenever the circumstances of life over- 
whelm the tenuous equilibrium or the de- 
fenses that the patient had managed to 
build up.1;2 By rejection of the Thou 
we mean not only rejection of social rela- 
tions, but rejection of the social self, that is, 
of the part of the person which was origi- 
nally obtained from contacts with others. 

Therapy must offer a situation in which 
basic trust is reestablished and therefore a 
gradual reintegration of the social self is 
possible. Fromm-Reichmanné states that we 
must try to reach the schizophrenic patients 
in specific ways to convince them that they 
can trust the world and themselves. 

But how can the patients be reached? 
This is difficult to describe. There is no 
unique way. It is almost an intuitional pro- 
cedure. Obviously, the first requisite is that 
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the therapist trust himself and his feelings 
for the patient. This attitude may mobilize 
neurotic fantasies or neurotic needs of the 
therapist. Neurotic needs, negative in them- 
selves, may become constructive forces in 
the treatment of psychotics. The therapist 
has faith in the unfolding of the patient as 
a trusting mother has faith in her baby. 
This faith is conveyed to the patient at a 
nonverbal level, as it is conveyed by the 
mother to the baby. It is a particular type of 
counter-transference. As a matter of fact, 
the whole therapeutic procedure depends 
on the counter-transference which Ferenzi® 
and his eminent American pupil, Clara 
Thompson,* have seen not necessarily as a 
negative, but often as a very positive factor, 
even in the treatment of the neurotic. 

In the treatment of the psychotic it is a 
very powerful factor. It is the belief that 
if you break the wall of mistrust a path is 
opened which will lead to reintegration. Ob- 
viously, the therapist cannot have this feel- 
ing for all patients but only for a minority 
of them and must limit himself to the treat- 
ment of these few, whom he likes very 
much, whom he wants to help at any cost, 
and in whom perhaps he sees an exaggera- 
tion of his own unsolved conflicts. 

It is difficult to describe this atmosphere 
of basic trust in scientific terms, because 
everything in it is subjective. But it is a 
“subjectivity” which must be shared by pa- 
tient and therapist. It will be a relationship 
where, as Buber says, there will be no sub- 
ject and object, but two subjects who re- 
late.3 

Many therapists are capable of eliciting 
this atmosphere without knowing that they 
are doing so. Although some therapists, like 
Nunberg?® and Wexler,‘ establish it by as- 
suming a strict, reserved attitude, the major- 
ity of them tends to assume the benevolent, 
warm attitude of the loving mother. It does 
not matter what attitude is really taken. It 
must be the one which is consonant with 
the personality of the therapist and the one 
which is capable of conveying the feeling 
of basic trust. 

Basic trust should not degenerate into a 
feeling of excessive dependency, as for in- 
stance when the patient believes in the om- 
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nipotence of the therapist. This would en- 
hance passivity and arrest in development. 
The I-Thou relationship would be not one’ 
of concomitant or “shared subjectivity,” but 
one in which there would be a subject, 
the therapist, and an object, the patient. In 
the atmosphere of basic trust, instead, the 
patient senses that the therapist believes in 
the eventual unfolding of the potentialities 
of the patient himself. These potentialities 
exist independently of the therapist, al- 
though the interpersonal therapeutic rela- 
tionship is vital to their actualization. 

It is impossible to describe here what goes 
on after the establishment of basic trust. 
The technique ranges from sharing the si- 
lence of the catatonic to the understanding 
of word-salad and interpreting delusions. 
But when this intimate trust is established, 
the silent periods decrease, the communica- 
tions become more intelligible and the de- 
lusions tend to crack up. In some cases 
the patients change quite rapidly, to use 
Dante’s® metaphor, like the flowers, which 
the frost of the night bent and closed and 
which, when the sun lightens them, 
straighten on their stems and reopen. 

When basic trust is established, dy- 
namic and genetic interpretations are given. 
Although as I said before, many of these 
factors are already conscious or precon- 
scious, they have to be reformulated, in- 
tegrated and appreciated in their life im- 
portance. At this point another important 
thing occurs in a much more pronounced 
form than in the neurotic: a gradual en- 
trance of the therapist into the self of the 
patient. Now that basic trust is established, 
the social self craves to be rebuilt, not by 
the old significant adults, but with the help 
of the new significant adult, the therapist. 
What some people call incorporative proc- 
esses or identification with the analyst oc- 
cur to a very pronounced degree, much 
more than in neurotics. This is a necessary 
event in therapy and we appreciate its oc- 
currence at a certain stage; nevertheless, 
we have to fight it from the very beginning 
to prevent excessive dependency habits. 

I want to summarize my statements by 
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saying that the most effective tool in the 
treatment of the psychotic is the creation 
of a certain feeling, atmosphere, based on 
the transference-countertransference _rela- 
tionship, on a prototypical I-Thou inter- 
personal relationship. In the spirit of this 
atmosphere, communication is reestablished, 
genetic interpretations are linked together, 
the social self is reintegrated. 
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KAREN HORNEY 
ON PSYCHOANALYTIC TECHNIQUE 


THE ANALYST’S PERSONAL EQUATION 


Louis A. AZoRIN 


Compiled and edited from lectures on 
Psychoanalytic Technique given by the 
late Karen Horney at the American Insti- 
tute for Psychoanalysis during the years 
1946, 1950, 1951 and 1952. Further 
lectures in this series will appear in sub- 
sequent issues of the Journal. 


bbe PurPOSES of this topic are firstly, an 
evaluation of those qualities which 
characterize a good analyst, and secondly, a 
consideration of neurotic remnants in ana- 
lysts and how their work is affected thereby. 
Mention also will be made of some of 
the psychological difficulties inherent in the 
unique relationship which exists between 
analyst and patient. 


DESIRABLE QUALITIES IN A Goop ANALYST 


1. Every good potentiality is helpful, 
especially maturity, directness, discernment 
and objectivity. 

2. Gifts are difficult to describe, but 
among them would be a real interest in and 
for the patients, and for their practical as 
well as psychological problems. 

3- A most desirable quality is a prevalent 
striving toward self-realization, and an hon- 
est wish to help patients toward their self- 
realization. 

4. Important is a capacity for healthy 
emotional involvement with the patient. 

5. Indispensable is a searching mind with 
an untiring curiosity about challenging 
problems. An example is that of a patient 
who had been working quite seriously on 
his power drive. Apparently he had tackled 


its pervasiveness, consequences, etc. but 
very little change took place in its attraction 
for him. His analyst was not content with, 
“You're doing all right in your approach, 
but it takes time,” and sundry other semi- 
rationalizations which a less curious analyst 
might have made. Instead, he thought in- 
tently about it on his own, and came to the 
realization that the patient was not fully 
aware of the intensity of his drive toward 
glory. When this was brought into the 
picture and felt by the patient, he began to 
resolve the problem. 

Intellectually we all are convinced of self- 
realization as a goal. However, if the striving 
for it is not a real living experience in the 
analyst’s daily life, he cannot do justice to 
his patient’s efforts nor can he serve as a 
healthy incentive. Certainly no analyst is 
ideal or perfect, but a continual evaluation 
of his efforts in a spirit of ruthless honesty 
will help him approximate that never-land 
of complete integration. 


PsYCHOLOGICAL DIFFICULTIES INHERENT 
IN ANALYTIC WorK 


1) The difficulty in evaluating the results 
in therapy. It is always beneficial to ask our- 
selves, “Has change really taken place, and 
if so, how much? Also, how lasting are these 
changes? Could they have been made in a 
shorter time?” Even if comparisons with 
other patients are made, this will not always 
give us a true picture, because we are work- 
ing with an unique human being who is 
similar to and yet different from every other 
human being. Then too the uniqueness of 
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the analytic process itself makes the worth 
of point-for-point comparisons questionable. 
All these factors can be distorted by the an- 
alyst’s unconscious needs to see himself and 
his work in a non-objective light. This 
again makes us realize the importance of a 
constant critical evaluation of our efforts. 

2) The patient’s tendency to overrate his 
analyst’s importance. As an over-all attitude, 
it is most often seen in the compliant and 
self-effacing patient who by this tactic un- 
consciously seeks to get the analyst to do 
more work and to avoid his own essential 
participation. As a more or less character- 
istic pattern of the above type it is not diffi- 
cult to discern, but it can have many subtle 
aspects when employed by the arrogant-vin- 
dictive patient who may use it to flatter, to 
cajole and to ridicule. 

The above strategems, whether conscious 
or unconscious, can have quite a spurious 
effect on the analyst’s self-evaluation. Nat- 
urally the more aware the analyst is of his 
entire personality, the less apt is he to be 
influenced by a patient’s subjective evalua- 
tion of him. 

The opposite tendency, namely, the pa- 
tient’s need to underevaluate his analyst, 
can have an equally deleterious effect on 
the relationship unless the trend is seen for 
what it is and tackled as a problem. The an- 
alyst will react to such belittling in accord- 
ance with what remains of his own neurotic 
needs. For example, the more aggressive 
analyst may react with hurt pride and be 
tempted to become involved in arguing in- 
stead of analyzing, whereas the detached 
analyst may tend to avoid getting involved 
by minimizing it or intellectualizing it. 

3) The analyst’s own feelings concerning 
human relationships. Because of the nature 
of working with a patient—that is, the em- 
phasis on the patient’s problems—not only 
the patient but the analyst himself may 
assume that he is better integrated than he 
really is. Also, as the analyst is more of an 
observer, he is naturally less involved emo- 
tionally, therefore less vulnerable, and con- 
sequently more tolerant. 

4) The factor of payment to the analyst 
for his efforts. The analyst’s own evaluation 
of himself will be one factor in the determi- 
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nation of his fees. For example, the analyst 
with remnants of self-effacement will tend 
to charge too little, while his expansive col- 
league will tend to charge too much. 

Given the psychological difficulties inher- 
ent in the nature of analytic therapy, it 
follows that the better integrated the ana- 
lyst, the more readily will he tackle these 
problems in a realistic, compassionate man- 
ner; the analyst with residuals of neurotic 
traits will add to the difficulties in accord- 
ance with the direction and intensity of his 
own problems. 


GENERAL COMMENTS ON ANALYST’S 
Own PERSONALITY DIFFICULTIES 


There are two ways in which the analyst 
can approach his work. He can either armor 
himself with all his neurotic remnants, or 
he can lay himself continuously open to the 
impact of unconscious forces. If he pursues 
the latter course, there is the prospect of 
really growing and learning, but of course 
it is the hard way. 

There is no question that every unsolved 
problem in us as analysts will make itself 
felt in the analytic situation, as well as in 
every other area. The consequence is a 
limitation to our best working capacity. The 
fear that neurotic remnants may be exposed 
may make some analysts unduly cautious, 
thereby depriving the patient of experienc- 
ing his analyst as a human being with both 
shortcomings and assets. 

It is valuable to realize that there is no 
ideal analyst, just as there is no perfect 
human being; at the same time, this is not 
to be used as an excuse for the curtailment 
of our unflagging efforts. 

Necessary measures for analysts whose 
goal is self-realization are: the completion 
of their own formal analysis; continuing 
self-analysis and occasional return to psy- 
choanalysis; supervision by their more ex- 
perienced colleagues; seminars, scientific 
meetings, etc. 

Up to this point we have talked about 
the ways in which general neurotic rem- 
nants affect the analyst’s work. We will now 
take up more specifically the remnants of 
various compulsive solutions, and how they 
operate in therapy. It is necessary to appre- 
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ciate that every analyst with remaining neu- 
rotic trends has his assets as well as his 
liabilities. 
RESIDUALS OF COMPLIANCY AND/OR 
SELF-EFFACEMENT 


I am considering these under a common 
heading because their direction is the same. 
Self-effacement can be viewed as a major 
orientation while compliancy is a trend 
which, if further developed, leads to self- 
effacement. 

Having residuals of compliancy does help 
establish contact. However, the compulsive 
need to be liked by the patient causes the 
analyst to over-emphasize the assets he sees, 
and to minimize or overlook aggressive, hos- 
tile trends that are present. Horney gives an 
example of a compliant analyst whose pa- 
tient was a stutterer and presented himself 
in a Christ-like manner. This facade was so 
appealing to the analyst that he overlooked 
the patient’s veiled aggression and his pro- 
clivity toward prevarication. This impor- 
tant trend could not be worked through 
until the analyst became aware of the un- 
derlying attitudes. Here certain trends were 
seen, but not with all their ramifications. 
Therefore, no clear picture of the dynamics 
was possible. The analyst, because of his 
compliancy, was unable to tackle the prob- 
lem and thereby bring out the real positive 
forces until his own remnant was worked 
through. 

The compliant analyst fears to antago- 
nize his patients. He may merely consider 
himself cautious in having regard for the 
patient’s inability to “take it.” He also 
tends to shy away from bringing out hostil- 
ity or from tackling the patient’s idealized 
image. He might overlook frustrating tend- 
encies or be too lenient with time or money. 
This inordinate need to be liked and the 
concomittant fear of antagonizing his pa- 
tient results in a lack of firmness. His inter- 
pretations are too tentative and too easily 
given up. He is too inclined to blame him- 
self if a valid interpretation is not immedi- 
ately seized upon. The analytic relationship 
may take on too personal an atmosphere in- 
stead of maintaining its functional nature. 
He may tend to make the patient dependent 
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on him. His attitude toward the neurotic 
suffering of his patients is one of indiscrimi- 
nate sympathy; as a consequence he has too 
little feeling for the real suffering. Because 
of his intolerance to suffering he tends to 
be compulsively helpful, much too reassur- 
ing, and not clear enough about the ne- 
cessity for analyzing the helplessness. 

Because of his tendency to belittle his 
own good judgment and overevaluate that 
of his patient, he tends to follow the pa- 
tient too rigidly, and he does not have a 
grasp on the whole structure and thereby 
shows insufficient leadership. 


ANALYSTS WITH REMNANTS OF A 
PREDOMINANT AGGRESSIVE TREND 


As was mentioned before, every analyst 
with remaining neurotic trends has his as- 
sets as well as his liabilities. So with the 
aggressive analyst. He will not overlook 
the patient’s hidden aggression, nor will he 
be afraid to tackle problems or to be direct 
in his approach. 

His drawbacks are often not seen by him. 
There is a compulsive need to run the anal- 
ysis rather than to make it a cooperative 
enterprise. He tends to have too little sensi- 
tivity, and is likely to hurt the patient's 
tender feelings. An example is that of a pa- 
tient who had finally accepted himself 
enough to express a feeling of appreciation 
for his aggressive analyst's efforts. In his ex- 
pression was a mixture of genuine warmth 
as well as some neurotic sentimentality. The 
analyst focused exclusively on the latter 
component and retorted, “I doubt the sin- 
cerity of those feelings.” Understandably, 
the patient felt rejected by this one-sided 
and unsympathetic interpretation, but 
fortunately the analyst was able to work 
through his own end of the problem and 
subsequently admitted his error. 

The aggressive analyst feels that the pa- 
tient should be able to “take” everything. 
Therefore, he might interpret prematurely 
and cause him unnecessary pain. He tends 
to be dominating and intimidating, too 
self-assured, and inclined toward giving 


dogmatic interpretations. In his need to ° 


show that he knows it all beforehand, he 
might be distracted from listening carefully. 
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In her later lectures Dr. Horney had 
evolved more of her thinking on the ag- 
gressive type and was able to clarify cer- 
tain distinctions within the major heading 
of aggressiveness. She preferred the term 
“expansiveness” to “aggressiveness” and 
subsumed under it the narcissistic, the per- 
fectionistic and the arrogant vindictive va- 
rieties. 

Tue Narcissistic 


His patients often fall in love with him, 
due to a certain show of warmth, charm 
and facility. He may be particularly helpful 
in the beginning because of a feeling of 
acceptance which he imparts to his patients. 
Also he tends to think in big trends which 
helps a patient gain perspective. His lia- 
bilities: Because of his need for quick 
understanding, he tends to generalize too 
much and to see his patients too much in 
terms of group reactors instead of as indi- 
vidual, unique and complicated human be- 
ings. When his patient does not accept his 
interpretations, he tends to feel impatient 
and/or hopeless. Because of his self-absorp- 
tion, he becomes distracted and his sensi- 
tivity to his patients diminishes. He often 
feels that he and he alone can help his pa- 
tients, and if he can’t then no one else can, 
either. This is in contrast to the self-effacing 
analyst who may feel that every other ana- 
lyst might do better with his patients. 


THE PERFECTIONISTIC TYPE 


He shows marked tenacity and an appre- 
ciation for detail, but is inclined to be di- 
dactic. He focuses more on explaining than 
on analyzing. When he does analyze he 
may lose sight of the forest for the trees. He 
plans the sessions carefully, but is quite 
dismayed when the patient insists on going 
his own way. Because of his overemphasis 
on intellect, he tends to be less interested 
in the patient’s feelings. His drive toward 
perfection indicates his still being under the 
influence of shoulds and should nots; there- 
fore, he may go from overcautiousness to 
the reverse. He should be able to answer all 
questions, should be able to predict, and 
when he cannot, he suffers. Consequences: 
There is a marked tendency toward intense 
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self-blame and _ self-belittling. This, of 
course, leads to a feeling of uncertainty. It 
lowers his inner feelings of self-respect; he 
will then become too vague, too tentative, 
too afraid to commit himself, thereby mak- 
ing it difficult for the patient to do so. 


THE ARROGANT-VINDICTIVE TYPE 


He has definite assets in his incisive ori- 
entation, in his not being afraid to hurt, 
and in his ability to conduct the analysis. 
His liabilities are: Too little feeling for the 
patient's suffering and real difficulties; also 
he tends to generalize unnecessarily; a tend- 
ency to use patient’s feelings to gain knowl- 
edge, money and time. He will tend to 
make the patient dependent on him. Unlike 
the self-effacing analyst, he will be right- 
eous, and will be encouraged by the ex- 
pression of hostility on the part of his 
patients. His attitude toward hostility, how- 
ever, makes it difficult for him to analyze 
it. He may live too exclusively through his 
patients, which is not good because he will 
expect all his satisfactions from them. 
His private life is often quite empty, his 
capacity for enjoyment too limited, and he 
often runs into difficulty with his own per- 
sonal relationships. Because of his competi- 
tive need, he may unconsciously delay the 
forward growth of his patients. Uncon- 
sciously he feels, “Why should anyone be 
better off in any regard than I?” 


DETACHMENT AND/OR RESIGNATION 


Again I combine the two. Detachment is 
the neurotic trend which leads in the direc- 
tion of resignation, which state is a basic 
major orientation, with the chief goal be- 
ing away from involvement and toward 
limitless freedom. 

This analyst has no axe to grind. He will 
be a good observer and will have fewer 
blind spots than others. He may be very 
helpful to patients who belong to the 
compliant group because he tries to make 
them independent and resourceful. Draw- 
backs: too much of an observer. He hates 
coercion and intrusion, so he will tend to- 
ward passivity and not taking a stand. Be- 
cause of his reluctance toward involvement, 
he avoids stirring up too much affection or 


LOUIS A. AZORIN 


hostility. As a result the patient feels him- 
self to be in an emotional vacuum. The 
analyst tends to be impersonal, distant 
and cool. 

There is too little special feeling for the 
patient and he may feel bored too easily. 
He tends to adhere too rigidly to theories 
and to apply them in too literal a manner 
to the individual patient. There is more of 
a tendency toward hopelessness in this ana- 
lyst than with the other types. There may 
be an unconscious disbelief that there 
can be real change. He might have overcome 
many difficulties, then settled down at a 
certain juncture. This hopelessness may in- 
fluence him in taking nearly hopeless cases 
(for example, he may prefer to work with 
psychotics), or he might go to the other ex- 
treme and refuse to accept anything chal- 
lenging. Then too, he may be likely to 
consider a patient not amenable to analysis 
if he doesn’t see quick results. In other 
words, his incentive toward encouraging 
basic change is very low. 


Wuat Can ANALYsts Do 
AsouT CHANGING LIABILITIES? 


All analysts have a good opportunity to 
analyze themselves. We can try to be whole- 
heartedly aware of all our feelings and 
reactions regardless of their nature. These 
would include, to mention a few: hopeful- 
ness, hopelessness, annoyance, irritability, 
boredom. If the whole variety of human 
feelings is not experienced to at least some 
degree, something is amiss. 

If the feeling of boredom arises, don’t 


rationalize it, but rather try to feel what is 
boring. At what point did these reactions 
occur? What might they mean? 

Reasons for feeling bored might be: Your 
own reluctance to make sufficient effort; pa- 
tient didn’t follow your marvellous sugges- 
tions (dictatorial attitude); if you didn’t 
make an effort, “Why should I?” (defiant 
attitude). 

If the feeling of irritation occurs, don't 
try to push it aside. Ask yourself, “Where 
did it occur?” Did it arise as a result of the 
patient having a disparaging attitude to- 
ward you? Was it the result of a feeling that 
the patient should have understood your 
interpretation right away? Did the patient 
say or imply that he wasn’t feeling any bet- 
ter? 

This same kind of self-perusal must take 
place with all our reactions, especially those 
which seem to us to be out of keeping with 
our anticipated feeling. By being constantly 
aware of all our reactions we can determine 
how much is factual—that is, consistent 
with the situation—and how much is a re- 
sult of our own neurotic remnants. Obvi- 
ously, we cannot work on everything we feel 
as we feel it. Some of these reactions are 
best filed away for reflection at a later time; 
after all, we still have to be attentive to 
what the patient is saying and what he may 
be feeling as he says it. This constant at- 
tempt to interrelate our reactions and even 
our associations with what is going on in 
the patient and what is coming at us from 
the patient, is an essential step in the 
process of helping another human being 
toward his self-realization. 
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KAREN HORNEY 
ON PSYCHOANALYTIC TECHNIQUE 


THE INITIAL INTERVIEW 


PART I 


Morton B. CANTOR 


Compiled and edited from lectures on 
Psychoanalytic Technique given by the 
late Karen Horney at the American Insti- 
tute for Psychoanalysis during the years 
1946, 1950, 1951 and 1952. Further lec- 
tures in this series will appear in subse- 
quent issues of the Journal. 


5 en INITIAL CONTACT between patient 
and analyst is much more than an in- 
troduction to analysis, much more than the 
moment for making practical arrangements 
or obtaining clinical data and past history. 
The initial interview can be analysis as 
much as any other analytical hour. 


DIAGNOSTIC AND PROGNOSTIC VALUES 
OF THE INITIAL INTERVIEW 


When we talk about diagnostic values, we 
are not just concerned with the severity and 
extent of illness, but what kind of human 
being the patient is. We must determine 
what he’s out for, what he wants from the 
analyst and what is the status and avail- 
ability of his constructive resources. It 
would be too ambitious to expect that we 
can get the whole diagnostic picture right 
away; however, it is necessary and possible 
to get some feeling of the patient and of 
the distribution of forces within him. 

Intuition: Our first impressions are most 
important because in sizing up the patient 
we usually can start out without prejudice. 
Therefore, these unbiased impressions may 
be more valid than we know during the 
initial interview. We are dealing here 


largely with the role of intuition, the per- 
ception and evaluation of objective reality 
operating unconsciously and representing a 
sum total of all the analyst’s past experi- 
ences—physical, emotional and mental. The 
preliminary interview, perhaps even more 
so than the rest of analysis, requires a lot 
of cooperation, and the closer the analyst is 
to his totality of experiencing, the more 
available will he be for cooperation and 
understanding the patient. Even with our 
first impressions, diagnosing and prognosing 
do not occur in the emotional vacuum of 
complete scientific objectivity, so the ana- 
lyst’s relatedness to the patient must con- 
stantly be taken into account. Horney felt 
this factor to be so important that she ad- 
vised filing away the notes of the initial 
interview and checking them at future in- 
tervals. 

First General Observations: The first im- 
pressions the analyst gets are more directly 
based on general and specific observations. 
The general impressions may begin with a 
telephone call or letter. How the patient in- 
troduces himself may indicate much of his 
general attitude about himself and his rela- 
tions with others. What is his tone of voice, 
quality of interest, amount of egocentricity? 
Does the patient come alone to the first in- 
terview? Just how does the patient present 
himself during this first meeting? Here we 
may learn personal hostile attitudes, his 
present status and in how many ways he is 
distracted. How rigid, brittle, sick is he? 
How much are his feet on the ground? Is 
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he psychotic? How resigned, domineering 
or dependent does he seem? Is his pride 
so great that he is practically unproduc- 
tive? His difficulties may be so pervasive that 
he is inhibited in regard to people and 
blocked intellectually. What can he talk 
about? Is he apologizing for living? How 
likeable, self-righteous or curious is he? 
Does the analyst get a picture of honesty 
and sincerity, or one of a series of pre- 
tenses? Does the patient mention suffering? 
How generally aware of himself is he, and 
what is he or isn’t he aware of at the begin- 
ning of analysis? Horney felt that instead of 
leading the patient into specific patterns 
at the very beginning, we should wait pa- 
tiently to allow the patient to evolve one 
thought from another in the way he wants 
to go about it. For example, follow the pa- 
tient as he elaborates his symptoms, steering 
him only occasionally to discover what he 
supposes is the genesis of his difficulties. De- 
tails that he omits may be especially signifi- 
cant, but should not necessarily be tackled 
during the first hour. ; 
Prognosis: Before going into a discussion of 
the more specific observations, let us discuss 
prognosis. As we are making observations, 
we are prognosing simultaneously with our 
diagnosing. It is not sufficient to say that 
prognosis depends on the severity of the 
neurotic process, i.e. that prognosis depends 
wholly on diagnosis. Freud focussed on the 
neurotic process in terms of severity, prog- 
nosis, and so forth, and considered that a 
factor such as too much narcissism impaired 
prognosis. According to our view, this 
doesn’t take in the totality of the picture. 
We must also consider which type of solu- 
tion the patient is using and how rigidly he 
is using it. The external situation is to be 
taken into account as well. How is the pa- 
tient functioning and how many satisfac- 
tions does he have? A broken arm has one 
meaning for the fisherman and another for 
the scholar. Instead of thinking in pessi- 
mistic absolutes like “rock-bottom,” we are 
less rigid in the acceptance of prognostic 
limitations. Our interest focuses on the dis- 
tribution of constructive and obstructive 
forces in the neurosis and on the possibility 
of mobilizing the patient's constructiveness. 


Factors in Evaluating Future Effectiveness 
of Therapy: 1) When we look at where the 
greatest difficulties in therapy lie, we are 
dealing with the consequences of neurotic 
development, rather than merely the inten- 
sity of specific trends. That a patient may 
show particularly marked resignation or 
may be.extensively and morbidly dependent 
doesn’t in itself necessarily indicate that he 
is less likely to improve in therapy. The 
amount of personality impoverishment, 
waste of human energies and impairment 
of moral integrity can indicate to us more 
specifically just how therapy may be affected 
by the patient’s specific trend. 

2) How much aliveness or deadness is 
there within the patient? Is there a feeling 
alertness, brightness and color in his eyes, 
and clothing, posture or tone of voice? What 
may appear to be aliveness may be a cover- 
ing-up of real emotional deadness. 

3) How open or closed is the patient, how 
accessible? How easily can we reach him 
when talking about his problems—at least 
intellectually? Is he aware of psychology 
and psychic processes? Is he able to see 
cause-and-effect relationships? Can he pre- 
sent his thoughts? 

4) How much constructive striving and 
searching is there in the patient? What 
looks like “constructive discontentment” 
may be self-righteousness, a know-it-all atti- 
tude, flippancy or cynicism. How much 
healthy curiosity is present? There may be 
some essential honesty despite the uncon- 
scious pretenses which may be sensed under 
or in spite of them. 

5) The degree of the patient’s alienation 
from self is of great importance here. How 
willing or able is he to experience his feel- 
ings? He may have some aliveness, but 
rather than feeling or understanding this 
within himself, it is externalized in the 
form of “They say I am... .” Externaliza- 
tion may also be manifested by focusing 
primarily on physical symptoms. An ob- 
server attitude may be extensive and 
marked while spontaneity is at a minimum. 

6) Almost as important as self-alienation 
is the patient’s attitude toward his own suf- 
fering. How aware is he of this? Is it real 
suffering that he can learn something from 
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or neurotic suffering to cover up vindictive- 
ness, provide alibis or serve as a basis for 
claims? Is there pride in endurance (which 
can be quite obstructive)? Is there ability 
to stand some suspense or anxiety and con- 
flict? Does the patient consider suffering dis- 
graceful and therefore disregard it? This 
attitude toward suffering may exemplify 
how the patient comes into therapy with 
divided goals. In one sense he wants to al- 
leviate his suffering, but in another he may 
“need” it as a temporary means of easing 
inner tension. This attitude toward suffer- 
ing throughout analysis will either spur the 
patient on in a more constructive direction 
or keep him in a constant state of inertia. 

7) What are the patient’s expectations 
from analysis? Will he put forth efforts to 
work at himself to change, or does he wait 
for the magic change? Where is his in- 
centive? The mere fact of the patient com- 
ing to the doctor is not enough in itself, 
but shows some constructive elements. 

Areas of Specific Observations: 1) The first 
area in which to find the aforementioned 
prognostic factors is the past history. In- 
stead of over-focusing on detail during the 
preliminary interview, we try to get a feel- 
ing of the atmosphere, the bird’s-eye view. 
What are the constructive and destructive 
forces and how are they presented? Have 
there been great ups and down in the pa- 
tient’s life? 

In terms of human relationships, it is the 
quality that is most important. Whether 
the patient is married or divorced is not as 
relevant as why and how. Facts alone are 
not very informative unless they are severe 
manifestations of something else. We are 
less concerned with the patient’s virginity 
or sexual promiscuity than how he feels 
about it. Does he enjoy it, does he feel it 
necessary for his prestige, does he feel con- 
tempt for physical enjoyment? In terms of 
prognosis, this attitude toward sex may be 
very telling. An almost complete absence 
of sexual feelings is very much on the nega- 
tive side. If detached persons are able to 
have and enjoy some sexual relationship 
and have a decent attitude toward it, the 


situation is much more favorable. Sexual ° 


relations may also be without any human 


contact, with a callousness about the people 
concerned. A disordered sex life, like scat- 
tered homosexual or heterosexual relations, 
again is on the negative side. We are more 
interested in how the sex drives are used. 
What does the person’s sexual behavior re- 
veal in terms of his total character structure? 

In his human relations, what are the pa- 
tient’s attitudes toward life and what does 
he expect? Have there been constructive 
forces in his relationships with others? In 
spite of the lack of close friends, some de- 
tached persons may have some certain per- 
manent, distant relationships. This can 
indicate that the Real Self, although bound 
down, still has sufficient energy to come 
through and make itself felt in the midst 
of all the wasted human energies and dis- 
tortions of the Actual Self. Where there 
may have been some warm and helpful peo- 
ple in the patient’s past, the concept of 
human help may not be so completely for- 
eign to the patient in analysis; that may 
help diminish some of the suspiciousness, 
and aid the patient in the necessary mutually 
cooperative venture of analysis. Also, the 
capacity of a person to do something con- 
structive for others is important, even if he 
has been unable to do anything for himself. 

In the area of his work life, what has the 
patient done? Has he ever shown initiative 
or been creative? Has there been continuity, 
depth and variety in his interests? What is 
his capacity for work, his ambitiousness, his 
relatedness to work? Has he drifted, been 
opportunistic? Is his energy predominantly 
in service of neurotic aims? The person 
who has faced many adverse situations in 
life without falling apart or who has shown 
some tenacity and accomplishment in his 
pursuits has a better prognosis. 

In terms of specific disturbances, did the 
patient ever function fairly well? Regard- 
ing the nature of sudden breakdowns, is 
there disproportion between cause and on- 
set which will indicate disturbed equi- 
librium? Were there ever suicidal attempts, 
homosexuality, alcoholism and what was 
their severity and duration? Was there a 
tendency to rush away from anxiety which 
may provide clues concerning later inter- 
ference with therapy? 
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2) The second major area is the present 
life situation. What are the possibilities 
of changing the external life situation? 
How hemmed in is the patient? Are there 
people in the environment who may be 
sources of warmth, encouragement, com- 
panionship and support during analysis? 
Is factual dependency on family, job or 
daily routine such that the necessities of 
life will not be available to him with a 
change? This may be essential if it relates 
directly to the financial source of payment 
for therapy, and is more important for the 
patients under eighteen or over sixty-five 
than the factor of age per se. 

3) The most important specific area for 
finding prognostic factors is the observation 
of the patient in action in the office. Why 
and how does the patient present data? Is it 
all very confusing? Is he purely intellectu- 
alizing, terribly systematic, or is there no 
sense for essentials? How rigid, lucid or 
sober is he? If he is circumstantial it is a 
poor sign. How much insight has he gained 
on his own or through previous analysis? 
Answers to these questions cannot be gained 
directly, but can be inferred through the 
way in which the patient talks about him- 
self. Here we may gauge the available con- 
structive forces. How much self-analysis can 
he do? If previous therapy led to a mas- 
sive feeling of being abused and nothing 
more, the prognosis is poor. Has the pa- 
tient been able to see something positive 
in himself? A very important factor is how 
the patient reacts to some of the first in- 
terpretations. Does he examine them? Do 
they set something going? This may show 
the degree of the patient’s accessibility. This 
factor will be discussed further in the sec- 
tion on the therapeutic value of the initial 
interview. 

How much of all this do we tell the pa- 
tient? Horney felt we can tell him a lot. 
We can tell him, “It may be difficult be- 
cause... .” and then add the constructive 
resources shown, such as energies, initiative 
or henesty. And on the grounds of these 
factors feel that something can be done. 
When the patient asks how long therapy 
will take, we can tell him it depends on 
himself in terms of these energies, his hon- 
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esty and ability to reveal himself. Horney 
felt we should tell the patient all this at 
the beginning, even if it doesn’t seem to 
sink in. In this observation of the patient, 
we must also consider his own attitude to- 
ward analysis—which will be discussed in 
the next section. If we focus on only one of 
all these qualities, we may not get an ade- 
quate prognostic picture. Taking all these 
factors into consideration we are in a bet- 
ter position to determine whether the pa- 
tient has the inner strength for analysis, 
what are the indications for analysis, and 
whether this patient is ready for it. 


THE PATIENT’s ATTITUDE TOWARD ANALYSIS 


In evaluating the patient’s attitude to- 
ward analysis, we must look not only at in- 
centive, but at its ratio to his reservations 
against it. All patients coming to doctors 
have some incentive, so the question be- 
comes how strong is it in this particular pa- 
tient and is it too heavily over-weighed by 
doubts? 

Incentive: We must distinguish between 
healthy and unhealthy motivations. Is the 
patient oriented toward improving or di- 
minishing the neurotic structure? We at- 
tempt to determine this, keeping in mind 
that at the beginning of analysis no patient 
can be truly honest about revealing himself. 

1) What are the patient’s ends? What is 
he out for—freedom from something or 
more positive freedom for something? To 
get rid of something—e.g., symptoms like 
insomnia, stage-fright and fears of being 
alone—has sufficient carrying power in 
itself. Freud wondered what would happen 
if this incentive were removed too rapidly. 
It is always to be remembered that the 
symptom may be representing a life-saving 
mechanism, and that removing it too 
quickly may lead to an acute psychotic epi- 
sode or suicidal attempt. A well-known ex- 
ample of this fact is the frequency of sui- 
cidal attempts following surgically success- 
ful rhinoplasties. A woman came to me 
in a very upset state after short terms of 
therapy with several psychiatrists who ap- 
parently approached her obsessive fear of 
death directly, from strictly rational view- 
points. After almost a year of my letting her 
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elaborate on these fears, she was able to 
verbalize that she had been contemplating 
suicide for many years. She stated that it 
was a good thing she had such a fear of 
death because it had prevented her from at- 
tempting suicide. 

In terms of prognosis for therapy, we can 
try to deepen the patient’s incentive by 
showing him that he has more troubles than 
just one symptom or the particular “situa- 
tional problem” for which he may have 
sought help. This can be done if the patient 
doesn’t have too much hopelessness. Also to 
be considered is whether the patient’s Real 
Self is being disturbed or merely his Proud 
Self. Incentive for treating a sexual diffi- 
culty is much more substantial if the pa- 
tient feels that something is really missing 
in his life rather than if he is merely react- 
ing to hurt pride. ' 

Are there positive expectations? Is the 
patient coming because he wants to marry 
for the sake of a closer relationship with a 
desired person, or is he merely afraid of be- 
ing alone? When a patient states that he 
wants “to be more serene,” what does he 
really mean by that? Does he seek real inner 
peace to help him fulfill himself better, or 
does he merely want to get more automatic 
control, “poise,” non-attachment, or more 
effective untouchability? 

2) By which means does the patient ex- 
pect to achieve these ends? What are his 
emotional attitudes about how he'll do it? 
We can ask the patient, “How do you really 
think analysis might help you?” Does he ex- 
pect magic or something mysterious, or is 
he ready for real work? Does he have any 
feeling that is up to him, or does he come 
with many claims on the analyst? How able 
is he to be frank and productive? Will di- 
rect questions help him? Inquiring about 
drugs, shock therapies and hypnosis are 
more obvious ways of asking for someone 
or something else to do his work. More 
subtle is the patient who expects rational 
explanations to produce improvement au- 
tomatically through the magic of the in- 
tellect. 

Reservations: All patients have doubts 
about analysis, expressed or sensed. If there 
is hemming and hawing, discussion of these 
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doubts may be saved for a later hour when 
there is more time and opportunity for 
further thought by the patient. We can en- 
courage him to ventilate his doubts and 
look for their origin. For example, the 
question “Will analysis spoil my creativity?” 
calls for information, preferably based on 
our own experience in therapy which shows 
that creativity can be enhanced. Also, the 
patient’s interpretation of “creativity” may 
be quite different from the doctor's. With 
the patient asking, “Could I do it alone?” 
the factor of excessive self-recrimination 
may be a significant deterrent. 

In response to the question, “Do I really 
need analysis?” the therapist can point out 
the previous impediments in life which 
without analysis will probably continue or 
increase in the future. Hidden in this ques- 
tion may be a general unawareness of self 
or the predominant trends. For example, 
the self-effacing person may be saying, “I 
can’t do anything,” and the expansive per- 
son may be saying, “I can tackle these prob- 
lems by myself without help because I 
should.” When the therapist is asked, “How 
long will analysis take?” he can emphasize 
how much it really depends on the patient. 
This question may hide doubts about 
whether it’s really worth it. “Who shall my 
analyst be?” is an over-weighted question 
suggesting that since the analyst has power- 
fully magic tools, the patient must be pretty 
careful to choose the right artisan. Em- 
phasizing the person of the analyst may also 
be a prestige factor for the patient. 

A patient’s reservations about analysis 
can tell us a lot about pertinent dynamics 
as well as difficulties that will be encoun- 
tered in therapy. There may be a strong 
fear of becoming dependent on anybody 
The self-effacing person may show the great- 
est willingness for analysis because of his 
self-doubts, guilt-feelings and needs for a 
dependent relationship, but he may be 
limited by wanting nothing for himself, by 
doubting that anything can be done for or 
by him. The expansive type hates to admit 
faults, has a front of self-righteousness and 
is limited by feeling that there is nothing he 
shouldn’t be able to master. The resigned 
person puts a premium on not wishing or 
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wanting, maintaining the status quo, feel- 
ing that people don’t change, being sensi- 
tive to coercion and averse to communi- 
cation. A person like this, or the person 
exhibiting shallow living with the need for 
ultimate freedom and license, may only be 
brought into analysis by acute difficulties. 
He may be able to operate only if he feels 
there are many doors through which to 
leave analysis. 

There will be marked difficulties with the 
rebellious person who directs his rebellion 
mostly against the outside world in general 
and says, “You can all go to hell! I do what 
I damned please!” The patient who has 
many claims makes special conditions for 
analysis. When a patient cannot make up 
his mind about analysis, he may cover this 
indecisiveness by making unfulfillable con- 
ditions. The person who persistently dam- 


ages his position in life, like the diabetic 
who doesn’t keep to his diet, may not be 
ready for analysis. A very detached patient 
may also not yet be ready for analysis be- 
cause any kind of closeness, connectedness 
and continuity is a great threat to him. 
Fear of upsets, in work and marriage, may 
be expressed as a reason for reservations 
about analysis. Knowing that upsetting 
changes in the external environment may 
occur, the therapist can take up the issue of 
the patient’s fear of them. Such an under- 
standing attitude may help him come to a 
positive decision about entering analysis. 


[The second part of this paper will be 
presented in a forthcoming issue and will 
deal with the practical aspects of dealing 
with the patient’s initial contact with the 
analyst.] 


In Memoriam 


JOHN E. EDELSTEIN, M.D. 


1904—1957 


Dr. John E. Edelstein died in New 
Jersey on January 15, 1957, at the age of 
fifty-two. His colleagues mourn the passing 
of a good friend and respected co-worker. 

Dr. Edelstein received his Bachelor of 
Science degree from the College of the City 
of New York in 1925 and his M.D. from 
the University and Bellevue Hospital Medi- 
cal College in 1929. In addition to his 
medical and surgical residencies, he served 
a psychiatric internship at the New York 
State Psychiatric Institute. He was Super- 
vising Psychjatrist from 1932 to 1941 at the 
Harlem Valley and Pilgrim State Hospitals. 
From April, 1941, to March, 1946, he served 
with the Armed Forces and was commis- 
sioned a Major in the Medical Corps. In 
addition to his routine army duties, Dr. 
Edelstein served as consultant and did re- 


habilitation work with patients with 
anxiety neuroses. During his military serv- 
ice, he prepared several comprehensive re- 
ports on treatment and follow-up of sol- 
diers with anxiety reactions in the 8th Air 
Force (England) and in the United States. 
He was also the author of several papers on 
schizophrenia. For many years Dr. Edel- 
stein was Assistant Director in charge of 
the Male Division at the Rockland State 
Hospital; he was also associated with the 
Bureau of Child Guidance in New York 
City. In the last few years Dr. Edelstein 
devoted himself exclusively to the private 
practice of psychoanalysis. 


Haroitp KELMAN, MLD. 


Dean, American Institute 
for Psychoanalysis 
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UNRESOLVED TRANSFERENCE 


Ben WASSELL 


REUD’s! DISCOVERY and use of the trans- 

ference situation has proved to be a 
major step in psychoanalytic understand- 
ing. In the doctor-patient relationship, the 
patient can express, experience and work 
through transference reactions—i.e., neu- 
rotic attitudes toward his analyst—with 
soul-searching intensity and convincing in- 
sight. This is correlated with work on kin- 
dred attitudes toward himself, making for 
even deeper and broader understanding. 
Probably the insights gained here account 
for the deepest changes possible in psycho- 
therapy. Also, the patient can express and 
cultivate his healthy feelings in the analytic 
relationship and so strive to become a har- 
moniously whole and deep-feeling person. 
A main block to such healthy growth is an 
unresolved transference, embracing as it 
does obstructive demands on himself and 
his analyst. For this reason alone, all the 
modalities of the transference situation 
merit ever-broader study. Moreover, our 
knowledge of transference has a deep mean- 
ing for civilization itself; it can shed light 
on the nature of cooperation between hus- 
band and wife, parents and children, 
teacher and pupil, even between nation and 
nation. The teacher who speaks of “‘unob- 
trusive persuasion” as a guidance method 
may actually be practicing indoctrination. 
The parent who demands “respect” may be 
instilling fear. And what do our diplomats 
understand by “peaceful co-existence”? The 
study of transference is crucial to the grow- 
ing understanding of all relations between 
individuals and groups. 


Freud’s verb iibertragen, “to transfer,” re- 
ferred to infantile attitudes of the patient, 
as once experienced toward parents, now 
carried over to the analyst. Today some 
analysts identify these attitudes not as car- 
ried over in toto and unchanged from child- 
hood, but as a symbolic representation of 
how the patient now feels about, say, au- 
thoritative figures such as his father. He 
experiences in his analyst whatever can be 
subsumed under his particular concept of 
father. Eventually, when he is strong enough 
to experience himself more directly, the 
“father” in his analyst may turn out to be 
the father in him, perhaps his own inner 
dictator—in Horney’s? terms, his tyrannical 
proud self. When using the concept “trans- 
fer,” it is helpful to remember, too, that the 
patient does not separate off his neurotic 
attitudes, rather he expresses himself as a 
totality, only part of which is compulsive. 

While transference reactions are being 
focused on and worked through, the pa- 
tient’s constructive forces are increasingly 
identified and mobilized. Thus, attention is 
paid to evidence of sound judgment, sin- 
cerity and integrity, friendliness, assertive- 
ness, the ability to be and live alone, to real 
interest in working with problems, to the 
courage to bear progressive disillusionment 
and experience conflict, anxiety and suffer- 
ing. In a well-conducted analysis, disillu- 
sionment and reconstruction go hand in 
hand. The working through of neurotic 
patterns liberates healthy ones, in turn pro- 
moting further change. In the analytic pro- 
cess, the patient gradually centers his inter- 
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est on developing his resources according to 
human possibility—the neurotic is obsessed 
with an impossible self-development. 

The patient early endows his analyst with 
superhuman attributes in keeping with his 
own boundless pride and illusions of omnip- 
otence. With the lessening of his impos- 
sible expectations of himself and his ana- 
lyst, a better working relationship can begin 
to unfold. He feels his analyst more as an 
ordinary mortal, yet someone who unswerv- 
ingly holds allegiance to his true identity. 
The patient who, because of his inner divid- 
edness, shifts from one strategic move to 
another according to neurotic expediency 
needs a steadfast, self-anchored analyst. If 
the analyst, in an effort to elicit a positive 
transference, plays one role, only to assume 
another later, his patient’s basic dividedness 
and inner confusion may be compounded. 
The analyst, while going along with the pa- 
tient’s need to project, gradually makes 
known that he is himself and not a father 
figure. The patient can then develop a solid 
feeling of confidence in him, not on the 
basis of so-called positive transference, in 
which the patient pleases and appeases, but 
because of an exchange of spurious values 
for genuine ones. A progressive feeling of 
trust in his analyst, an acceptance of his 
analyst as a distinct and reliable individual, 
is prerequisite to the patient’s entering the 
final phase of work—the all-out struggle 
to recover and expand his real self despite 
the obstructive forces of neurosis. An un- 
resolved transference will block such pro- 
gress, in fact, indicates that the patient is 
not ready to ally his healthy resources and 
energies with those of the analyst for the 
final pull. 

When the predominantly expansive pa- 
tient, i.e., one whose direction of develop- 
ment stresses aggressiveness, relates to his 
analyst basically with a negative transfer- 
ence, he is out to defeat, master and enslave 
him. Our therapeutic goal here is not to 
convert this negative attitude into an ap- 
peasing, self-effacing one; rather to release 
for spontaneous growth the energies herein 
bound up. As the patient loosens up ag- 
gressive patterns and recovers constructive 
ones, his repressed, self-effacing dynamisms 


emerge, can be worked with and converted 
into healthy friendliness. He thus not only 
recovers repressed parts of himself so that 
he becomes more whole, he becomes more 
whole in a genuinely human way. Similarly, 
the self-effacing person, already in positive 
transference, works toward liberating him- 
self as a spontaneous, wholehearted human 
being. He will develop some negative trans- 


ference reactions of hostility. These reac-’ 


tions will, in a forward-moving analysis, be 
of modified intensity for two reasons: first, 
his own self-hate will have been reduced by 
this time so that he will have less to project 
and unload. Second, he is now fundamen- 
tally a friendlier person, his relationship 
with his analyst has improved realistically. 

The above is merely a very general out- 
line of process in analysis. Movement is 
punctuated by diversionary excursions, by 
ebb and flow in a way peculiar to each pa- 
tient. And it is only after substantial work 
that he, often in retrospect, can feel how he 
was responding to his analyst. As one pa- 
tient summarized later, “for a long time you 
were a stern authority, forbidding and un- 
approachable, and I wasn’t aware of my 
feelings about you—then I felt hostile and 
resentful—later I warmed up, had loving 
feelings and felt you were a warm, kind 
person—then I reacted and felt cold again.” 
When this patient began feeling and ex- 
pressing anger toward me, it was because 
she was able to feel more, hence felt stronger 
and so less frightened of me. This went 
hand in hand with her lessening fear of 
her own inner authority, which she pro- 
jected to me. Her “loving feelings” were a 
mixture of appeasement and genuine fond- 
ness. With work on both, the former was 
decomposed so that more real good-will de- 
veloped. 

The resigned patient is somewhat of a 
special problem. His main solution for 
inner conflict consists in detaching himself 
from involvement in it; likewise, he alertly 
keeps free from involvement with others. 
But beyond this principle of nonparticipa- 
tion, he espouses avoidance of effort and 
restriction of wishes.* His strong aversion to 
any change, to the very idea of change, 
coupled with his marked sensitivity to all 
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coercion, constitutes a serious obstacle in 
the doctor-patient relationship. The more 
his analyst encourages him to examine 
something, the more he must resist and re- 
treat. Everlastingly suspicious that I was 
trying to “indoctrinate” her, one patient 
was only able to express this after a long 
time, for even revealing this meant involve- 
ment. Moreover, because she disliked fric- 
tion, she managed to feel “unbothered” or 
to dismiss her suspicious feelings as negligi- 
ble. The relationship she sought with me 
was a cool, impersonal, professional one. 
Having immobilized her inner conflict be- 
tween self-inflating and self-deflating drives, 
she assured herself a measure of integration. 
However, she had become an onlooker 
of life with feelings of depersonalization 
and vague wondering who she was. Her 
emotional paralysis prevented change even 
when she recognized some grave conse- 
quence to her real living. 

Patients of all three major orientations, 
because they are alienated from their feel- 
ing self in the earlier stages of treatment, 
experience their analyst more as a machine- 
like professional, and only vaguely as an 
alive human being. The resigned person, 
however, not only suffers from self-estrange- 
ment, but is unable to relate closely even 
neurotically. Consequently, his relationship 
with his analyst is particularly distant and 
disembodied. Quickly throwing a blanket 
over all his impulses, he squelches his curi- 
osity about what kind of person his ana- 
lyst is. Thus the warm human relationship 
in which “we and I” growth can be culti- 
vated and in which the patient is encour- 
aged to search and examine is thwarted by 
a wall of blankness. His disinterest in every- 
thing except remaining disinterested con- 
stantly counteracts the learning process so 
integral to analysis. 

Often it dawns on the analyst working 
with a resigned patient that something is 
amiss. While they seem to have a fairly 
pleasant relationship, which might be mis- 
taken for a kind of positive transference, or 
even for a healthy give and take, the patient 
simply stays out of experiencing something 
deeper, something exciting, whether plea- 
surable or disturbing; while the work seems 


to flow along smoothly, it lacks body and 
depth. On taking stock, the analyst discovers 
that progress in developing the solid rela- 
tionship needed for working out positive 
and negative transference has been more 
apparent than real. Such insight on the 
doctor’s part can be a main step toward 
solving the riddle. 

Resigned patients at bottom feel hopeless 
and helpless about doing something posi- 
tive for themselves. Years of muting their 
spontaneous, constructive energies along 
with their compulsive drives has taken its 
toll. One patient even began to wish for a 
headache—at least that would be some- 
thing! Another patient, when coming out 
from behind her detachment, discovered 
she not only avoided feelings because of a 
pride in a nonparticipation, but that she 
simply lacked the ability to express anger 
or sadness. She saw her strong fear of letting 
go, of being impulsive. Finally, falling in 
love, she constantly shuttled back and forth 
between real love feelings and feeling what 
she should—i.e., what was conventional—in 
such a situation. Because of her paralyzed 
emotions and wishes, she tried to substitute 
“shoulds” * of love, marriage, having a baby, 
and so forth. When she was jolted by feel- 
ing her underlying deadness—the result of 
infiltrating “shoulds”—we could recognize 
that her withdrawal, her “I don’t really 
care,” safeguarded her from feeling the 
dread of deadness. And yet feeling deadness 
can be one of the strongest incentives for 
becoming alive, for growth. 

In the doctor-patient relationship, re- 
signed patients experience their shoulds as 
coming from their analyst and rebel against 
him silently or more openly. After working 
through the externalization of shoulds to 
the analyst, they are faced by their own pro- 
found inertia or by the dawning truth that 
they are not active agents in their own lives. 
One patient vacillated between demanding 
that I should “break through” for him on 
the one hand to facing his inner paralysis 
himself on the other. Finding no solution 
for activating his fragile wishes into life, he 
would grow angry at me (“You don’t even 
tell me what to do”) and then turn back to 
himself in desperation (“Maybe I can make 
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myself get worried enough to let go. I feel 
so paralyzed, I hope for something magic. I 
now feel dead and wooden. Every time I try 
to get close, I go rigid, but now I feel it is 
my responsibility!”) This patient remem- 
bered that, “I’ve been like this since I was 
a kid—my parents were so impersonal—it 
was a dead house—and I was so jealous of 
my brother; I just learned to shut it out.” 
Within a supportive, hopeful and encour- 
aging doctor-patient relationship, the re- 
signed patient can make the leap from a 
“should-ful” existence, after the shroud of 
resignation has lifted, to the “emptiness” in 
which his true self resides. 

To recapitulate, transference in the re- 
signed patient, after doctor and patient are 
joined more closely, follows the pattern of 
the other two major orientations mixed 
in various combinations and punctuated by 
decreasingly frequent withdrawals as the 
patient grows stronger. Emergence may be 
gradual and cautious, although often there 
are phases of outpouring of feelings which 
can bowl the patient over, unless he has 
been prepared. Once having savored how 
good life can be, he feels more and more in- 
centive for change. “I can’t forget what I 
had with you last summer. I just want more 
and more!” reminisced one patient during 
a withdrawal phase following an experience 
of full feelings with me. 

The patient transfers to his analyst the 
irrational attitudes he has toward his proud 
self. He will also experience outside of 
himself, in his analyst, his rational feelings 
toward his pride, such as understanding, 
firmness and disgust. Thus he can healthily 
begin to accept even his neurotic pride 
while struggling with it. The patient also 
externalizes to his analyst the manifold 
healthy and neurotic attitudes he has to- 
ward his own growing real self. It is clear 
then that a variable segment of the doctor- 
patient relationship is in externalized form. 
The more the patient takes back these ex- 
ternalizations, the more he is able to directly 
express his feelings, healthy and neurotic. 
That part of his relationship with his ana- 
lyst which is genuine will increase in depth 
and breadth as neurotic attitudes are faced 
directly, understood, digested and converted 
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into healthy ones. Concomitantly, the grow- 
ing person accepts and deepens his expand- 
ing, constructive strivings as he lives more 
and more within himself. Wholeness, at 
first of the actual self, includes conflicting 
healthy and neurotic components; as the 
latter are reduced, the person becomes more 
harmoniously whole. 

In the analytic process, all parts of the 
patient are welded into a more naturally 
integrated whole. The person becomes more 
alive, colorful and substantial. Following 
L. L. Whyte’s® principle of unity in diversity, 
C. G. Jung’s* reference to alchemy, wherein 
through intense, dedicated effort a pure, 
noble substance is created out of something 
spurious, is an attempt to grasp this process 
in its vitals. Only a deep-going involvement 
of doctor and patient can lead to a resolu- 
tion of the latter’s neurotic patterns so that 
he can emerge a mature, distinct human 
being. The analyst, too, grows in this union. 
An understanding of change and growth 
must consider blockages in patient and doc- 
tor which impede such a relationship. If we 
then speak of involvement and resolution 
as phases of transference, we can evaluate 
these in terms of the doctor-patient rela- 
tionship. With growing mutual respect, 
good-will, trust and acceptance, the patient 
can involve himself in a deep emotional 
experience, the neurotic features of which 
can be resolved. 

The phase of transference in which a 
patient finds. himself can serve as an index 
of his progress in analysis. The more alien- 
ated a patient is the less he can involve him- 
self in experiencing transference deeply. He 
may find it expedient to repress his impos- 
sible expectations of his analyst, for to test 
his glorified self too soon in therapy could 
prove shattering. And his hazy, poorly- 
formed self is not solid enough to make 
possible more direct experiencing. The se- 
verely estranged psychotic has so little real 
substance available that even his protective 
measures are greatly disorganized and un- 
realistic. His fantastic transference attitudes 
toward his doctor may be quite out in the 
open, beyond the usual limits of what Sul- 
livan’ calls “consensual validation.” If he is 
almost fully identified with his glorified 
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self, he can view his analyst from god-like 
heights. When he swings to his despised 
self, his analyst can loom as a terrifying 
figure. Some psychotics avoid the stresses of 
such relations by a massive withdrawal, 
seeking immunity from all feelings. The 
status of transference in a given patient 
thus is determined by his degree of health, 
his intrapsychic and interpersonal dynamics 
and the nature of his identity in the pride 
and self-hate polarity. 

Transference reactions can be clearly un- 
derstood in relationship to the patient’s in- 
trapsychic status. One aggressive patient, 
feeling anxiety in his first hour, was openly 
derogatory toward his analyst. He also kept 
remarking that, “I don’t like to point these 
things out, but that’s how I feel, and you’re 
supposed to say everything.” This patient 
himself realistically disapproved of his ag- 
gressive needs to some extent, and in his 
second hour related a dream revealing close 
and rather friendly involvement with his 
analyst. Other, more alienated, more fright- 
ened patients may disclose to their analyst 
little of their feelings toward him, while 
telling their friends a good deal. Still others 
confide little of such feelings to anyone; 
they may need to avoid intimacy even to 
the point of producing sparse dream or 
fantasy material about their analyst for a 
long time. Those whose feeling for reality 
is markedly disturbed may try to live out 
their fantasies with their analyst. While the 
concept of stages in transference, such as 
involvement and resolution, is a useful 
guide, each patient’s transference situation 
can best be understood individually and in 
context with his adaptive equilibrium in the 
total situation. 

Movement in transference includes pro- 
gressively deeper involvement with gradual 
resolution of neurotic attitudes and restitu- 
tion of healthy ones in a unified process. As 
the doctor-patient relationship improves, 
the patient acquires a deeper awareness and 
understanding of his neurosis, of its com- 
pulsive and contradictory nature, and how 
it leads to needless suffering and self-en- 
slavement. With a growing conviction, from 
within and without, that his neurotic pat- 
terns are destructive, that he must experi- 


ence his analyst as a danger despite the 
latter’s demonstrated good-will, that. he 
would destroy that which he loves best— 
himself—his wish for change becomes vi- 
talized. 

An intelligent, self-effacing woman, forced 
to relate to me with aggrieved suffering, was 
penetrated by the realization of the vindic- 
tiveness of this pattern. As long as she 
experienced me as if I were maltreating her, 
she could not feel friendly toward me, even 
though she wore a mask of liking me. Her 
glorification of boundless sweetness and un- 
ruffled saintliness compelled her to hate and 
fear those who did not support this illusion. 
In keeping with her image of god-like be- 
nevolence, however, she could not express 
these hostile feelings openly. Her hidden 
resentment led to a fear of retaliation, so 
that she felt cramped with me. The aware- 
ness that she resented and feared me, one 
of the few people with whom she had en- 
joyed a measure of genuine friendship, 
helped activate her incentive for change. 

Any massively developed neurotic solu- 
tion in the patient will obstruct his estab- 
lishing a cooperative working relationship 
with his physician. The diffusely abused 

n throws up a wall between his ana- 
lyst and himself. One patient worked with 
me for some years before she was able to 
look at me face to face. Another hypochon- 
driacal patient fixed on her body so avidly 
that our rapport tenuously revolved about 
her somatic preoccupation. The extremely 
isolated, shut-in person may live through his 
analysis so hungrily that giving up trans- 
ference attitudes and facing the emptiness 
that leads to freedom may be a difficult step. 

In her article, “The Meaning of Trans- 
ference,” Dr. Ivimey® mentioned some espe- 
cially disruptive transference patterns, in- 
cluding a pervasive dishonesty. One patient 
combined a pride in outwitting and out- 
smarting with a need for secrecy. These 
were further cemented into a main pattern 
by a need to deceive, which was smoothly 
coated over by a pseudo-compliance. She 
gave the impression of working produc- 
tively until gains were appraised system- 
atically. After she felt strongly disturbed at 
slow progress, we learned that she often dis- 


BEN BOHDAN WASSELL 


covered only retrospectively that she had 
fabricated during the hour. Although she 
had early in treatment apprised me of 
her dissembling tactics, their extent came 
out only after much work had been ac- 
complished. In her love life, she had feigned 
passionate orgasms so dramatically that she 
herself was not certain if she actually felt 
any sex satisfaction. When she felt me 
less as a threat and therefore needed less to 
deceive me, she could uncover more of her- 
self. After her pride in intellectual sophis- 
try, her need to appear sincere and her fear 
of letting go were unravelled, her protective 
fabric of secrecy and dishonesty were less 
necessary. Feeling how self-deception had 
imprisoned her, she felt the desire to liber- 
ate herself. I further enlisted her aid by 
seasonably making known to her that re- 
turns in analysis depended on what she put 
into it, i.e., on growing self-involvement. 
While neurosis inevitably leads to dishon- 
esty, some patterns peculiarly sabotage a 
good doctor-patient relationship. The ana- 
lyst who can keep faith with patients caught 
in such transference blockages, and who can 
communicate this faith to them while work- 
ing out these blockages, can arouse in them 
the hope of self-restoration. 

Avoidance of intimacy with the analyst 
can assume many forms. Some patients over- 
focus on various externals, others stifle emo- 
tional reaching out by means of intellec- 
tualization, flippancy, and so forth. A shift 
of emphasis from impersonal to personal 
symbols may usher in a growing interest in 
closeness. Sometimes the emotional groping 
toward the analyst is spotty and checker- 
boarded; at times one main area is blocked 
off. One patient began to express herself 
on sex more fully only toward the end of 
work. A strong need for privacy, a taboo 
on more lustful physical enjoyment, and a 
pride in puritanism made sex and intimacy 
a highly sensitive area. With patient, con- 
solidating work on contiguous areas while 
knitting back and forth from one to the 
other, her courage and curiosity began to so- 
lidify so that she opened up by-passed zones 
of communication. As peripheral blockages 
were dissolved, she experienced a range of 
feelings previously dissociated. 


Some five hundred years ago, Paracelsus 
stated, “Nature heals, the doctor nurses.” 
The analyst’s main goal in therapy still fol- 
lows this principle, for he endeavors in 
every way to free and support his patients’ 
natural regenerative faculties. How far and 
how much does the analyst need to help? At 
what point will he encourage termination 
of formal analysis so his patient can walk 
on his own? How much is he driven to re- 
make the patient in his own image? And 
related to these crucial questions are the 
analyst’s philosophy of life and death; of 
struggle, pain and pleasure, his preference 
for a mechanistic adjustment therapy, or for 
spontaneous, continning growth in _har- 
mony with and in constructive struggle 
with his environment. Those who speak of 
a “corrective emotional experience” may 
view “correct” in terms cf their own values 
and not those of their patient’s. Because of 
his neurotic residuals, every analyst partici- 
pates in therapy with countertransference 
influences which adversely affect the course 
of his patient’s growth. As a conductor of 
treatment, he can encourage individuation 
—or he can operate as a super-authority 
who always knows what is best and so stifles 
his patient’s maturation. 

How close the analyst is to himself de- 
spite neurotic residuals will determine how 
he cooperates with his patient.® In general, 
the aggressive, expansive analyst, unlike the 
self-effacing and resigned therapist, will 
treat his patient with smug tolerance, albeit 
masked by a polished, polite manner or he 
may relate with a more flagrant, pompous 
benevolence. He will tend to mold him ac- 
cording to his own standards, to make him 
helpless so he can bring him up “properly”; 
he will have anything but a laissez-faire at- 
titude of non-influence. He will highlight 
aggressiveness and disdain self-effacing 
trends. 

The narcissistic analyst, working best in 
bold, broad sweeps, feels cramped and irked 
by details.1° Too self-absorbed to listen 
thoughtfully to and with his patient in 
storm and quiet, he will grow impatient 
and hopeless if the latter is not impressed 
by his brilliance. The more perfectionistic 
type of expansive analyst, over-devoted to 
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details, spends too much time in a didactic 
guidance of his patient according to his 
own master plan. This he easily rationalizes 
as benevolent guidance—easily, because he 
must feel right. While he plans carefully, he 
is too rigid to improvise fluently as open- 
ings occur. The aggressive-vindictive analyst 
conducts too forcefully, generalizes repeti- 
tiously and is too insensitive of his patients’ 
tolerance and fears. All three must be 
watchful of instilling in their patients the 
feeling that everything the patient does is 
wrong, nothing right. On the other side, all 
three possess assets which promote therapy. 
To mention only a few, the narcissist’s 
buoyancy, warmth and grasp of the over-all 
picture give work a good start; the perfec- 
tionistic analyst is careful, conscientious and 
tenacious; the aggressive analyst is direct, 
honest and diligent. 

The self-effacing analyst, while sup- 
portive, friendly and sensitive, tends to 
be be over-sympathetic.11 Disapproving ag- 
gressive qualities, he does little work with 
them. Having too little grasp of movement 
in larger dimensions and being himself 
more of a follower, he makes a hesitant and 
uncertain conductor. He tends to feel his 
patient is right, questions too little, and so 
avoids the friction #nd interchange needed 
to bring out differences and growth. 

The resigned analyst is objective, reliable, 
steady and a good observer.!? His fear of 
influencing makes him a scattered conduc- 
tor who cramps his own ingenuity. He does 
influence his patient in the direction of 
non-involvement, which leads to emotional 
sterility and lack of depth in the work. 
Committed in himself to the demobilization 
of striving and struggling, he has too little 
personal experience to draw upon to help 
his patient mobilize conflict, live with anx- 
iety and taste fully the joy and sadness of 
life. 

Every analyst has neurotic residuals other 
than his predominant ones. These may 
complement or neutralize each other, or 
they may lead to greater confusion. Further 
investigation of the relationship of trait- 
clusters in the analyst can lead to more un- 
derstanding of countertransference influ- 
ences. In addition, the character structure 


of a given patient will contribute signifi- 
cantly to how a particular analyst will inte- 
grate and work with him. We know that 
every analyst relates more productively with 
some patients than with others. — 

Duration of analysis is directly affected 
by transference and countertransference in- 
fluences on treatment goals. Patients who 
are terminated early or late may in either 
case have been unable to enter a deep 
transference phase or may have remained 
fixed there. While the resigned analyst 
might terminate early to avoid involvement, 
or out of boredom or hopelessness, he can 
keep patients coming a long time as an 
over-compensation. Also, he might become 
interested in group therapy, which can 
lend itself to a shallow-living type of treat- 
ment. The narcissistic analyst, flighty and 
unsteady, might need to turn his products 
out rapidly in order to maintain the illu- 
sion of effortless, matchless ability. He 
might also need a rapid turnover to ensure 
a constant supply of admirers. Working 
with one patient over a longer period brings 
the danger of washing away his veneer of 
matchless supremacy. Also, painstakingly 
working out details has little appeal for him 
and so might lead to early termination. He, 
too, may turn to group therapy, where, in 
Don Juan fashion, he can bountifully be- 
stow his charms on many. The more perfec- 
tionistic analyst, with perseverance even 
to the point of obstructive pertinacity, is 
inclined to postpone termination. Work 
moves slowly for he must be right, and so 
is over-cautious; also, he is preoccupied with 
minutiae. With his leaning toward teach- 
ing, he, too, can become a group therapist. 
This is not to imply that those analysts 
doing group work are necessarily more 
burdened with neurotic remnants than are 
others. 

Both self-effacing and aggressive-vindic- 
tive analysts tend to prolong therapy, be- 
cause they live too exclusively for their 
patients and too little for themselves. 
The aggressive-vindictive analyst particu- 
larly tends to be all work and no play. He 
needs a bridge to human feelings and so 
may use his patients. He uses them also 
to make himself feel powerful and feared 
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by righteously proving them wrong. He 
makes them dependent so he can exploit 
them, rationalizing this as hardening them 
to bear life’s hardships. His patients may 
be afraid to mention termination, fearing 
his disapproval. The self-effacing analyst, 
apparently so devoted to his patients, ac- 
tually needs them, for he has difficulty be- 
ing alone. Through flattery, he tends un- 
consciously to bribe them to continue. With 
his premium on love, his patients might 
want to continue in the hope that love 
magically will cure all. 

Hopelessness about a particularly difficult 
patient can develop in an analyst when, 
despite all his efforts, he feels that his pa- 
tient remains inaccessible.1* Unaware of his 
pessimism, which may be expressed as fa- 
tigue, boredom, restlessness or impatience, 
he may go along in a routine fashion, not 
realizing that it is sapping his incentive, 
ingenuity, vitality and resourcefulness. Once 
he recognizes it and how it stifles work with 
his patients, he can help open up new 
pathways and expand understanding. 

The analyst who feels pessimistic about 
spontaneous growth per se may be reluc- 
tant to consider his patient ready for termi- 
nation. His patient, not sensing growth in 
his analyst and being frustrated in this di- 
rection himself, may stagnate or even slide 
backward. Meanwhile, the analyst may push 
hard with one hand while holding back 
with the other. Or he might unconsciously 
oppose growth in his ‘patient lest he stir 
up his own envy. The more vindictive ana- 
lyst may dredge up anxiety and so agitate 
his patient as to defeat his attempts to liber- 
ate himself, or he may punish him by 
suggesting termination prematurely. The 
hopeless analyst therefore can either try to 
postpone termination or terminate prema- 
turely, the analysis in both instances re- 
maining stuck in an unresolved transference 
and countertransference deadlock. 

The analyst who has not substantially re- 
solved his own inner conflicts will have 
difficulty in helping his patient involve him- 
self in feeling and reducing his. He will 
also be uncertain in helping his patient 
gain a lucid understanding of neurotic con- 


flict as contrasted with natural struggle. An 
intelligent, self-effacing woman, driven to 
reach for a utopia where problems no 
longer existed, felt much relief when she 
became aware of her impossible expecta- 
tions. Her burden reduced, since she now 
accepted problems and struggle as part of 
life, she was able to tackle neurotic conflict 
with renewed vigor. As long as she was 
driven toward flawless performance all 
along the line, her incentive was constantly 
demobilized by gnawing despair. 

Patients who leave analysis with an un- 
resolved transference may follow one of 
several lines of development. Some, in es- 
sence changed but little, may appear quite 
different on the basis of realigned rigid 
standards. Others are more adjusted and 
streamlined neurotically. Thus, the com- 
pliant person’s repressed aggressiveness may 
have been released but not worked through, 
not fused with other patterns into a con- 
gruent, spontaneous unity. Now he is com- 
pulsively domineering instead of compliant; 
at times he may be subject to passionate 
outbursts. Or he may have polished up 
rough edges, is thereby more successfully 
compliant and experiences less anxiety. 
Again, in a transference more fully re- 
solved, an aggressive patient may at times 
be friendlier, softer and more giving, as 
well as more healthily assertive. However, 
he may respond to the expression of softer 
attitudes with a negative reaction, so that 
his total functioning is uneven and bewil- 
dering. The resigned patient, too, may have 
grown to a level of deeper feelings and 
greater vitality, but be swept along by ex- 
cessive mood swings. His repressed, self-glo- 
rifying and self-effacing drives have been 
unlocked but not yet harmonized into a 
spontaneous, rhythmic whole, characterized 
by what some call the Greek wisdom of 
moderation. The above patients can go on 
to treatment with another analyst, become 
disgusted with their seeming greater insta- 
bility and shun further treatment, or leave 
analysis feeling self-satisfied in their newly 
found freedom. Still others can reach into 
their inner depths on their own and grow 
into greater maturity. 
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Patients locked in an unresolved trans- 
ference may also stay on with their analyst 
and stagnate. Others may develop eventu- 
ally despite countertransference obstruc- 
tion and even provide their analyst with 
an impetus for self-analysis which can give 
work a fresh push. To quote Thoreau: 
“Man’s capacities have never been mea- 
sured.” We analysts have probably all had 
the constructive experience of opening up 
areas in ourselves after a patient led the 
way in himself. For the growing analyst, his 
relationship with every patient is a new 
and broadening experience in human 
growth. 

As already indicated, the doctor-patient 
relationship is a very complex one involving 
many confusing changes and interchanges, 
as well as externalizations of both healthy 
and neurotic patterns. To unravel the heal- 
thy from the neurotic, the projected from 
the directly expressed, is no easy task. To 
identify a healthy response in the patient 
following countertransference, or an exces- 
sive reaction subsequent to the analyst's 
appropriate comment, is necessary to help 
the bewildered patient find order in dis- 
order. Only the analyst with a good reser- 
voir of self will have a measure of clarity 
regarding the entire range of his own and 
so of his patient’s feelings. 

Finally, what can the analyst do to pro- 
mote the working through of transference? 
More particularly: 


1. Take stock regularly of all aspects of 
the work, including his own feelings. Not 
everything the patient says is a projection. 

2. Work on transference should not be 
overdone. It is woven into the over-all pat- 
tern of the analysis. Every minor neurotic 
attitude need not be worked through in 
terms of the analyst-patient relationship. 

3. Work on transference will be profita- 
ble only when a sufficiently comfortable 
doctor-patient climate prevails so that the 
patient can express himself freely. Prema- 
ture tackling of transference can be costly. 

4. Recognize that while the patient ex- 
ternalizes to the analyst, his feelings do in- 
fluence their relationship. The goal here 
is to encourage the patient’s free expression 
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but not to stand by if he undermines the 
relationship; rather to build it up as a 
major means of understanding and medium 
for growth. 

5. If a chronic state of unresolved trans- 
ference persists even after consultation with 
a colleague, the analyst should feel free to 
recommend another therapist. Even simply 
working with an analyst of another sex can 
be beneficial. The Jehovah complex, some- 
times alluded to as an occupational disease 
of the analyst, can blind his recognition of 
lack of progress. We all have had patients 
who moved with us after having been in a 
slow-down with another therapist. It can 
be assumed that the same would hold true 
in some of our less successful cases were 
they sent on to another therapist. 

6. Use group analysis in aiding some 
stalled patients to make progress. While one 
can take refuge in externals as a magical 
device, there are realistic considerations in 
trying another approach, in using other 
therapeutic aids. 

Finally, and more generally, the analyst 
should constantly work at becoming a bet- 
ter human being and a more intuitive 
technician. This would mean continually 
working self-analytically, being active at im- 
proving theory and technic, participating 
in conferences for mutual enlightenment, 
and last, but not least, living a full life 
outside the office. 
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DISCUSSION 


ELEANOR BErRTINE, M.D., New York, N. Y. 


I am greatly interested in this valuable 
contribution by Dr. Wassell, the more so 
because he represents a somewhat different 
school of analytic thought from my own. 
It is as though, having various views of the 
same mountain, we each may be able to re- 
port an aspect, both of which are essential 
to a total picture. Accordingly, if what I 
have to say sometimes seems to be a disagree- 
ment, it usually represents a view from a 
somewhat different angle. We all tend to 
be so concentrated on our own first-hand 
observations that we have too little time 
and understanding for the results of the 
work of those on the other side. Dr. Wassell 
asked me, as a Jungian, to discuss it which 
means, I think that he is really interested 
in more than one approach. And if I have 
misinterpreted his ideas, I hope there will 
be time for correction. 

First of all we are deeply in agreement 
in seeing the analytical process as a human 
encounter in which the whole person of the 
analyst must take part, as well as that of 
the patient. The human reality of the one 
must speak directly to the human reality of 
the other. This does not mean, of course, 
that the analyst should burden the patient 
with his own affairs and problems, but the 
whole man, integrated through a long- 
enough personal analysis to have made 
conscious and to have assimiliated his ma- 
jor conflicts, should be in the joint enter- 
prise, ready with feeling reactions as well 
as those of the trained intellect. However, I 
should add a word of caution here, though 
I think Dr. Wassell would readily agree 
with me. When he speaks of “respect and 
good will” on the part of the analyst I am 
entirely with him. But when he adds the 
need for a “deep two-sided emotional ex- 
perience” in the transference, I should want 


some careful definition. If he means that 
there may be a truly moving bilateral life- 
experience that takes place in the consult- 
ing room I fully go along. But that the 
analyst should get emotionally involved 
with the patient, that is, should have un- 
controllable reactions to him, is, I believe, 
highly undesirable. If it happens, the pa- 
tient will certainly feel either the truth of 
what has taken place or, worse still, some 
distortion of it. So the analyst must be frank 
if the patient is far enough advanced, and 
they will have to analyze each other out of 
the hole of mutual transference. But if it is 
a more serious case or the patient is unable 
to hold his own in such a situation, prob- 
ably another analyst will be required. 

The analysis of the types of character and 
the kind of transference that each is likely 
to make interested me very much, although 
I hardly feel competent to discuss it, for it 
is an approach that I have not used in my 
own practice. However, as a descriptive 
classification, I think I can, in general, go 
along with it. But then I believe we come 
to a more fundamental divergence between 
the two schools. If I understand him aright, 
Dr. Wassell, in agreement with Freud and 
Horney, considers that the character of a 
person is his native, conscious personality, 
influenced, perhaps decisively, by the peo- 
ple, circumstances and events that have 
played an important role in his life. Tle 
greater part of such influence is uncon- 
scious, but it comes from the outer world, 
as comprised in his personal environment. 
Here, from a very early age of the child, 
the parents play the major role; hence 
transference in later years will ordinarily 
consist in the projection upon the analyst 
of the actual image of his father or mother 
or a fairly obvious substitute for it. Dr. 
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Jung, from whom I had my training, would 
agree that this kind of objective and re- 
ductive analysis, in which symbols are 
traced backward in time to their roots in 
infantile experiences, is appropriate in 
some cases, especially in young and psy- 
chologically immature people. But he has. 
shown that dreams may also have a forward- 
looking significance, leading to the develop- 
ment of the personality and to the realiza- 
tion of its full individual potentiality. This 
he speaks of as the prospective method of 
interpretation. The authoritative figures in 
dreams are then seen, not as referring to 
other human beings, but to archetypes re- 
presenting the unknown powers to be 
found within, a true source of hitherto un- 
recognized strength. In the classic Freudian 
view the patient having such dreams is re- 
garded as a person who wants to get back to 
his childhood, where the responsibilities 
of life can be shifted once more onto the 
shoulders of the parents or their surrogates, 
and where the infantile family situation 
will enfold and protect him again. He may 
keep on and on, dreaming of more and 
more august figures which are interpreted, 
from this point of view, as merely parental, 
and he is shown continually in his analysis 
how infantile he is, until he may become 
utterly discouraged. Now, the fact is that 
life is often simply too much for the naked 
ego to cope with. The ego, as you know, 
is not the whole psyche, but only the con- 
scious part of it. Hence it is too weak, too 
one-sided, too vulnerable to stand alone 
against all the uncertainty, the insecurity, 
the unknown and tragic conflicts, both in- 
ner and outer, that beset its path. If the 
patient is to be able to give up the security 
of the past in the person who represents the 
parent, something which is not the ego, but 
which is potentially as satisfying as the lost 
paradise must be found to take its place. 
Outer reality does not give this to the adult, 
for in the world of reality the only certainty 
is the threatening certainty of change. Small 
wonder that the weak or sensitive psyche 
clamors to get back to the time when at 
least the appearance of security was his, 
without money and without price. How- 
ever, sensitivity is not to be considered a 
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liability only, for the wider consciousness 
that it makes possible is, if not too heavily 
burdened, a great asset. What is to be done 
with these people who cannot let go of the 
mother or father element in the transfer- 
ence, in spite of being repeatedly pushed 
off by the analyst and made to realize the 
devastating extent of their childishness? If 
our appeals to the conscious personality by 
friendly reassurance and the encouragement 
of healthy drives produce no effect, are we 
then completely stymied? 

These are the people who once might 
have turned to some form of organized 
religion, and some of them still do so to- 
day. But a large number find no help there 
and having once invoked the doctor hang 
around his neck like a ton of bricks. If he 
cannot lead them to find within themselves 
the source of the values they project to him, 
he cannot really free them. They are the 
people who form the majority of those 
who present us with the problem of the un- 
resolved transference. And they are the 
ones who must find an adequate answer 
within, or else—. Obviously this “within” 
means in the realm of the unconscious, for 
if it were accessible to consciousness they 
would have found it long ago and never 
would have been reduced to such straits of 
well-nigh hopeless dependence. 

Here is where Jung’s discovery of the col- 
lective unconscious comes in. The limited 
concept of the unconscious as composed of 
personal infantilities, the compulsion of the 
super-ego and the unsavory mess of the id 
contain no potentiality in which to seek a 
value capable of leading out of the patient's 
dilemma. But in Jung’s teaching (which is 
verified in every successful Jungian analysis) 
there is in the unconscious not only the 
downward pull of these negative contents, 
which are also real enough, but there are 
also powerful life forces moving step by 
step toward the ultimate goal of Selfhood, 
of Individuation. These are not a-priori 
concepts or intellectual formulations, or 
any other conscious invention, but actual 
drives symbolically expressed, that can be 
experienced by anyone who has learned to 
interpret, in the light of Jung’s findings, 
the unconscious language of dreams. Con- 
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tact with the archetypal symbols repre- 
senting the upward-moving forces, discovery 
that they are compensatory to the one-sided- 
ness of the conscious attitude, and that 
they tend toward the integration of a new 
Selfhood in which the ego, while serving 
as the executive function of the whole, still 
recognizes itself as but a part which owes 
its allegiance to the totality, as a prime 
minister does to a king, makes it unneces- 
sary for an individual to find his center in 
another human being, for he has found 
it in himself. It is not in his ego, not in his 
conscious personality, but in the realization 
of the whole in which the ego has an or- 
ganic part that can give to the ego a contact 
with an authority or inner law like that of 
the father and an emotional security like 
that of the mother. Then the need for au- 
thority and emotional security from the 
analyst are transferred to the spirit and na- 
ture which are essential parts of the uncon- 
scious, standing back of the frail ego. The 
reality of this fact is demonstrated over and 
over again in dreams, in which the parent 
images are shown with god-like proportions, 
and in myths, the dreams of the race, where 
all the aspects of the mother and father are 
expressed as archetypal symbols, gods and 
goddesses, heroes and so forth. Supraper- 
sonal images of this kind are among the 
most important contents of the impersonal 
or collective unconscious. As long as they 
are projected to some other person, they 
produce a condition of infantile depend- 
ence. But when they are found to be the 
roots of the individual psyche that go down 
deep into the primordial source of man’s 
psychological being in the unconscious, 
then they draw up its life fluid and nourish- 
ment, as plants do from the earth. This 
connection enables a human being to stand 
alone, complete in himself. It is, I believe, a 
fatal error to reduce these august images 
backward toward an over-blown represen- 
tation of the personal parents, instead of 
forward toward a redemptive element in 
the psyche itself. 

So the resolution of the transference is, 
in Jungian terms, nothing less than the 
integration of an individual whose roots 
are in the depths of our common human 


matrix (which incidentally means mother), 
the collective unconscious. Just as the de- 
pendence of the infant cannot be given up 
until it has attained the ability to get for it- 
self the physical conditions necessary for 
its bodily health, so the psyche, or rather I 
should say, the ego, cannot make itself in- 
dependent by a bare act of the will, but 
must first attain the power to get what it 
needs for its own psychological well-being. 
Much of the content of this is expressed 
in the parental images. The father repre- 
sents law, order, morality, the relation to 
the world of outer reality, masculine power 
and creativity. The mother represents the 
giver and nurturer of life, security on the 
emotional side, the ability to relate to other 
people through the feelings, and a life-re- 
newing connection with the unconscious. 
Both images have their negative aspects 


also, with which it is necessary to come to’ 


terms. The assimilation of these symbols 
into the psyche of an adult is an achieve- 
ment of no mean proportions. It means 
making conscious the full powers of an 
adult human being, through acquiring the 
strength of a solid basis within. Whatever 
is to be the next step in the process of ana- 
lytical development, while still unconscious 
to the patient, is usually seen first when it 
is reflected in the content of the transfer- 
ence to the analyst. If it gets stuck there, we 
have the familiar unresolved transference. 
But if it can be seen, not just as the outer 
condition from which the patient should 
move on, but also as the symbol of the 
value which must be discovered within, 
then the transference must be respected as 
an essential step toward the goal of full 
maturity, a stage in a veritable process of 
rebirth. 

A corollary of this view that the trans- 
ference holds the image, in projected form, 
of some element in the psyche, the integra- 
tion of which is necessary for the next step 
in development, is that as long as further 
steps are possible—which means through- 
out the whole of life—a renewal of trans- 
ference is also possible. But it will not be 
the massive infantile affair that it was at 
the beginning of analysis, for the center 
of the Self is now within instead of without, 
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but it will be limited to the personification 
in the doctor of the requisite content. Sup- 
pose, for instance, that a woman has had 
what she feels to be a most successful anal- 
ysis, as a result of which she has come into 
a much freer flow of life. But after a time 
of working along alone, a situation arises 
which can only be dealt with satisfactorily 
by some good objective thinking, which is 
her inferior function. If she returns to her 
analyst for help, she is likely to see him 
as a wise man, embodying just the function 
which she must now bring into conscious- 
ness. This new transference does not neces- 
sarily mean a regression to infantility, but 
rather the capacity for unending psycho- 
logical growth by assimiliation the arche- 
typal possibilities for greater consciousness 
that arise in response to the life experience. 

So you see, to me and to other Jungians, 
transference is a wider, deeper condition 
than it is to Dr. Wassell, if I have under- 
stood him aright. It traces backward in 
time to its origin in childhood and is an 
infantile bond to the actual parents. But, 


looking forward, it is the coming into visi- 
bility, though in projected form, of arche- 
typal potentialities inherent in the human 
psyche, which are as far beyond the develop- 
ment of the conscious ego as grown-ups are 
to children. 

At the beginning I spoke of the unre- 
solved transference as occuring typically in 
the weak and the sensitive patients. For the 
latter, the sensitive group, such a deep anal- 
ysis as I have adumbrated is usually felt to 
be like water in the desert, offering just 
what they are hungering and thirsting for, 
a way to independence and meaning. But 
for the weak patients, or the ones either 
with a very primitive psychology or who 
are otherwise incapable of transformation 
in depth, it may be necessary or at least 
desirable, that some supportive treatment 
be continued over a long period, not be- 
cause they are capable of going very far, 
but in order to enable them to live more 
happy and meaningful lives. For them the 
transference is a crutch, which has its value, 
too. 
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PSYCHOPATHOLOGY OF 
COMPULSIVE HOMOSEXUALITY 


Harry GERSHMAN 


isi OMOSEXUALITY has been known and de- 
scribed through the ages. It has been 
observed in almost all cultures, and the pre- 
vailing attitude toward it has ranged from 
prideful acceptance to punitive rejection, 
depending upon the mores of the culture. 
In a recent review, Ford and Beach! de- 
scribe forty-nine present-day primitive cul- 
tures which accept homosexuality in modi- 
fied forms, while twenty-eight similar 
cultures condemn the practice. 

Homosexuality can be traced back to 
some of the earliest writings. The laws of 
Hammurabi, recorded during the second 
century B.C. in Babylon, speak with some 
disfavor of such behavior. At about the 
same period, an Egyptian papyrus referred 
to homosexuality as being so ancient that it 
was ascribed to the Gods. 

In the Old Testament, the destruction of 
Sodom and Gomorrah occurred as a result 
of the perverted practices of their inhab- 
itants. In Leviticus it is written, “If a 
man also lieth down with mankind, as he 
lieth with a woman, both of them have 
committed abomination. They shall surely 
be put to death.” 

Socrates idealized homosexuality in a 
manner somewhat similar to that by which 
chivalrous love of a lady was held up as a 
goal by the troubadors of the Middle Ages. 
Plato wrote, “It is unjust that the homo- 
sexual should be accused of immodesty, for 
it is not through lack of modesty that he 
acts that way. It is because he has a strong 
soul, manly courage, and a virile character, 


that he seeks his own kind. This is proved 
by the fact that with age many homosexuals 
seem to be more efficient than others as 
servants of the State.” 

The ancient Greeks fostered the concept 
of male love for males. In Sparta, the older 
men served as inspiration for the younger 
men. However, in all eras there were some 
who regarded homosexuality as undesirable. 
Under Roman law, many forms of homo- 
sexuality were ignored. Anglo-Saxon laws 
are not as lenient and follow the Bible more 
closely. It is inaccurate to regard taboos 
against homosexuality chiefly a result of 
Jewish and Christian religious tradition. 

Throughout the Dark Ages, the Renais- 
sance and modern times, homosexuality 
continued to manifest itself in various 
forms in spite of repeated efforts to sup- 
press it. Havelock Ellis pointed out that 
medieval Christianity regarded homosex- 
uality as a form of heresy. It has remained 
an ecclesiastical offense for centuries. 

In our culture, Kinsey's”: statistical com- 
pilation of homosexual behavior among 
males and females, has given us most en- 
lightening information. He states that sixty 
per cent of the males interviewed admitted 
some sort of homosexual activity by the age 
of forty-five and about thirty-seven per cent 
of the males past puberty had had some 
homosexual experience ending in orgasm. 
Among females, the accumulated evidence 
of homosexual responses had reached twen- 
ty-eight per cent, and to the point of or- 
gasm, thirteen per cent. This means that 
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homosexual responses had occurred in 
about one-half as many females as males, 
and contacts which had proceeded to or- 
gasm had occurred in about one-third as 
many females as males. Moreover, compared 
with the males, there were only about one- 
half to one-third as many females who were, 
in any age period, primarily or exclusively 
homosexual. Since, in our culture, homo- 
sexuality among women could be more 
easily disguised and tolerated, the lower in- 
cidence of homosexuality among women is 
a fact. 

Before we consider these figures, we 
ought to clarify the difference between 
homosexual behavior and compulsive homo- 
sexuality. Ordinarily, homosexual behavior 
implies the achievement of physical satis- 
faction with an individual of the same sex, 
with or without affectionate feelings. As we 
know, such experiences occur frequently 
among human beings. 

Overt sexual activity between members of 
the same sex occurs in many species of ani- 
mals. In fact, no vertebral species has ever 
been studied fully without some evidence 
of homosexual behavior being found. 
Among animals, absence of members of the 
opposite sex often seems to contribute to 
the use of members of the same sex as sub- 
stitutes. Observers often have noted reversal 
of the normal sexual role in many animals, 
such as horses, cattle and pigs. Ford and 
Beach‘ reported that some young male mon- 
keys will present themselves in a female 
fashion to older, stronger males to obtain 
easier access to food. Female animals appear 
to have no objection to being mounted by 
other females although some males do ob- 
ject to this form of behavior. 

Thus, there seems to be some evidence of 
a biological precedent for homosexual be- 
havior in Man. Emphasis, however, should 
be placed on homosexual behavior, not 
homosexuality. What we observe in animals 
cannot be transposed to human beings for 
many reasons. The role of psychological ex- 
perience becomes extremely important as 
we move up the evolutionary scale. All peo- 
ple are, in a sense, polysexual. They are 
biologically capable of being sexually 
aroused by either sex and, in fact, by a 


variety of other stimuli. Most sexual rela- 
tions, in addition to the physiological grati- 
fication of desire, have meaning in the in- 
terpersonal relationship as well. 

This homosexual behavior is but a reflec- 
tion of the fact that the sensory areas of the 
genitalia of mammalian species can be stim- 
ulated by a variety of means, and not ex- 
clusively at the culmination of heterosexual 
activities. Sexuality in its basic biologic 
origin is a capacity to respond to any sufhi- 
cient stimulus, All human beings are capa- 
ble of homosexual activity. Whether this 
propensity is woven into the neurotic struc- 
ture depends on many factors. 

Compulsive homosexuality, unlike the 
non-specific homosexual behavior described 
above, cannot be considered a “normal” 
phenomenon. The term “compulsive homo- 
sexuality” is used to indicate a persistent 
emotional and physical attraction to mem- 
bers of the same sex. This is an abnormal 
personality development. Sexual play be- 
tween children of the same sex is common 
and may even be considered a natural phase 
of sexual development toward maturity. 
Homosexual behavior in the adult need not 
be a manifestation of compulsive homosex- 
uality. It could be brought about by sur- 
face motivation bearing little relationship 
to homosexual psychopathology. Only 
when the homosexual behavior continues to 
be persistent and preferential should it be 
rightly considered an expression of severe 
emotional disorder. 

The differentiation between homosexual 
activity and compulsive homosexuality is 
crucial to our discussion. Any set of statis- 
tics that does not recognize the difference 
is bound to give erroneous impressions, 
leading to false conclusions. What consti- 
tutes “compulsive homosexuality” can only 
be ascertained from a thorough understand- 
ing of the individual. What homosexual be- 
havior means to that person is the deter- 
mining factor as to whether the activity is 
a superficial acquisition or an expression of 
deep psychopathological significance. 


ETIOLOGY 


The etiology of compulsive homosexual- 
ity is still obscure. Nevertheless, major work 
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has been done in several directions that 
merit examination. 

Some investigators’ have placed the ex- 
planation of homosexuality on hormonal or 
endocrine factors. Recent work indicates 
that homosexuals can have endocrine dis- 
turbances like any heterosexual individual. 
The androgen-estrogen ratios among male 
homosexuals fall within normal limits. 
Large doses of estrogens or androgens can 
influence the sexual drive in homosexuals 
as in heterosexuals but cannot change their 
pattern. Large doses of estrogens adminis- 
tered to a male homosexual can produce 
what is comparable to castration. That 
would not change his psychopathological 
character in any way, but would simply 
decrease his interest in sex. Although the 
intensity of his sexual activity would di- 
minish, his sex object would be the same. 

The possibility that homosexuality is de- 
termined genetically has long been consid- 
ered. Krafft-Ebing, in 1896, considered hom- 
osexuality an inborn characteristic brought 
about by specific portions of male and fe- 
male substance in the heredity composition 
of the brain. Havelock Ellis* and Magnus 
Hirschfield have concurred. 

Franz Kallman, at the Psychiatric Insti- 
tute, has done very interesting work on the 
genetic predetermination of homosexuality 
in identical twins. He reports these impos- 
ing statistical facts: “In a consecutive series 
of eighty-five predominantly or exclusively 
homosexual male twins, concordance as to 
overt practices of homosexual behavior 
after adolescence has been observed in all 
monozygotic index pairs (40). In the dizy- 
gotic groups of index pairs, over one-half 
of the co-twins of distinctly homosexual sub- 
jects yield no evidence of homosexuality— 
only slightly in excess of Kinsey’s ratings 
for the male population.”* These findings 
seem to corroborate the suggestion origi- 
nally made by Krafft-Ebing that homosex- 
uality is genetic in origin. However, if we 
examine the research project more closely, 
we see that its findings are still inconclusive. 

The figures suggest one hundred per cent 
similarity between the homosexual trends 
of identical twin brothers and little connec- 
tion with the sex habits of non-identical 


twin brothers. That there really is one hun- 
dred percent concordance is doubtful, since 
a number of identical twins have been re- 
ported in the literature, where this finding 
did not obtain. One explanation of Kall- 
man’s figures may be that due to the tem- 
peramental similarity of identical twins, 
they react similarly to environmental in- 
fluences. Another consideration is that Kall- 
man was forced to draw his cases from 
among the abnormal and criminal. His find- 
ings may not apply as well to other groups. 
Not until studies can be made on identical 
twins who have been separated at birth 
and brought up in divergent environments, 
will we be able to appraise the underlying 
constitutional factor operating in person- 
ality determination. In fact, Kallman’ him- 
self reported the project as “extremely diff- 
cult,” and stated that “it is fair to admit 
that the question of the possible signifi- 
cance of genetic mechanisms in the develop- 
ment of overt homosexuality may still be 
regarded as entirely unsettled.” 

There is little question that different 
temperaments are in some measure deter- 
mined constitutionally. However, homosex- 
uals are not of one temperament but of a 
great variety. There are some who are very 
masculine in appearance, manner and be- 
havior, and others who are definitely effem- 
inate and present evidence of feminine 
identification in these respects. There is no 
one pattern of behavior that characterizes 
all homosexuals. The extremes are obvious 
enough but, in between, there are many 
individuals whose manner, behavior and 
appearance would give little indication of 
their underlying problem. 

There are gradations in sexuality from 
dominant heterosexuality to dominant ho- 
mosexuality. Some individuals engage in 
both. Many such people are married and, 
as parents, may make an apparent success 
of the marriage; the spouse may be quite 
unaware of the homosexual picture. There 
may be intervals of months or years be- 
tween homosexual contacts, with heterosex- 
ual life going on in the interim. Homo- 
sexual behavior may occur for a period of 
a few months or years and then be aban- 
doned, never to be resumed. 
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It is not likely that there exists in a per- 
son a specific genetic factor capable of turn- 
ing the adult’s psychosexual integration into 
overt homosexuality. The sex-controlling 
gene does not determine the final choice 
of a sex partner, as far as we know. This 
complex event is determined by a constella- 
tion of factors, of which the psychodynamic 
elements are, to my mind, the more impor- 
tant. 

It has been repeatedly demonstrated that 
sexual attitudes are formed at an early age, 
before a child acquires definite factual 
knowledge about sex. A disposition to nor- 
mal sexual development exists before the 
deviant behavior. The choice of the sex ob- 
ject is determined by learned experiences. 
Ford and Beach* point out that even in 
sub-human creatures the psychological ex- 
perience can determine the subsequent pat- 
tern. “Inexperienced males who suffer in- 
jury or are badly frightened during the first 
contact with a receptive female may never 
develop normal sexual aggression.” This 
evolutionary trend reaches the extreme 
point in man, whose erotic responsiveness 
is, within wide limits, independent of sex- 
ual physiology. 

Freud’s® notions on homosexuality under- 
went many changes in his long and pro- 
ductive life. When he first became aware 
of the importance of infantile experience, 
he concluded that the libido, which at first 
is polymorphous perverse, undergoes devel- 
opment and integration and passes through 
a homosexual phase before reaching the 
heterosexual level. In homosexuals, he rea- 
soned, the libido is fixed on the individual 
himself, because of a) congenital predispo- 
sition to fixation at that point, or b) as a 
result of psychic trauma which prevents the 
person from proceeding to heterosexual re- 
lationships. This theory was purely his own 
and developed from clinical experience. 

In 1905, he shifted his emphasis regarding 
the etiology of homosexuality from psycho- 
genesis to constitution. This stemmed from 
his conviction of the validity of constitu- 
tional bisexuality. He felt that biology veri- 
fied such an hypothesis—the embryologic 
fact that sexual differentiation proceeds 
from an identical anlage in the developing 
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fetus; the essential genital organs have ho- 
mologies in each sex; penis and clitoris de- 
velop from the same embryonic structure; 
likewise the uterus and uterus masculinus, 
a tiny cul-de-sac in the male urethra. 

More recent biological surveys do not 
substantiate the presence of bisexuality 
either in man or any other high order of 
vertebrates. The double embryological ori- 
gin of the genital system does not result in 
a physiological duality of the reproductive 
function. 

The theory of bisexuality came from Wil- 
helm Fliess, with whom Freud had a strong 
emotional tie that lasted over a decade. 
Fliess was a brilliant otolaryngologist who 
became interested in explaining cosmic and 
individual events on repetitive cycles of 
the numbers twenty-three and twenty-eight. 

According to Fliess, “‘the dominant sex of 
the person, that which is the more strongly 
developed, has repressed the mental repre- 
sentation of the subordinated sex in the 
unconscious. Therefore the nucleus of the 
unconscious is, in each human being, that 
side of him which belongs to the opposite 
sex,” 10 

Freud modified this notion to some ex- 
tent. Nevertheless, he and his followers 
have retained the concept of bisexuality 
and speak of a constitution including a 
“homosexual component.” 

If we accept the basic premise that each 
person has a homosexual component which 
must be successfully repressed to avoid con- 
flict, then Freud’s explanation for the de- 
nial of this homosexual component is quite 
correct. When a person, through faulty 
repression, becomes aware of his homosex- 
ual feeling—I love him—he can deny it 
through the negation of each of the three 
components. He can change the “I” from 
“I love him” to “he loves me,” etc. This 
clever interpretation of paranoia, patho- 
logical jealousy and erotomania can be clin- 
ically affirmed in many instances. However, 
we first must prove the basic assumption 
that there is a homosexual component in 
every personality structure. With this I can- 
not agree and will elaborate on what I 
think actually exists. 

Dwelling on the universal constitutional 
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presence of homosexual components can 
rob us of the more vital and dynamic psy- 
chological factors which, in my opinion, are 
the preponderant forces in personality 
make-up. Man’s sexual pattern is shaped by 
highly complex cultural and psychological 
factors in dynamic interplay with his 
biological or mammalian heritage, but this 
heritage, as far as sexuality is concerned, 
consists of his capacity to respond sexually 
to appropriate stimuli. It does not, to my 
mind, consist of performed sexual attitudes. 
My clinical experience with homosexuality 
has convinced me that compulsive homo- 
sexuality stems from deep unconscious and 
conscious conflict. 

The claim that there are homosexuals 
whose condition seems to stem from a con- 
genital absence of heterosexual desire and 
is in no way related to basic inner conflict 
has not been corroborated by my experi- 
ence. Of course, such people would have 
no need to consult a psychiatrist. I cannot 
speak for them, but I have had occasion to 
hear of such homosexuals through my pa- 
tients. On a number of occasions, over a 
period of years, people who seemed healthy 
turned out to be only adjusted individuals 
and, ultimately, even poorly adjusted homo- 
sexuals. 

Compulsive homosexuality is tantamount 
to psychic illness, whether or not at any 
one moment it seems to be well compen- 
sated. The statement that Freud?! made in 
response to a woman’s inquiry about her 
son’s homosexual affliction—‘*Homosexual- 
ity is not an illness. What can analysis do? 
If he is unhappy, neurotic, torn by conflicts, 
analysis may bring him peace of mind”—is 
untenable. Compulsive homosexuality, to 
me, definitely is an illness. 

Since homosexuality is considered in this 
paper as a predominantly psychic phenom- 
enon stemming from experiential factors, 
what are the dynamics that go into it? Some 
are well known and have been used by all 
schools of applied analysis. 

The very small infant responds to love, 
affection and physical contact from both 
parents. What blocks that original capacity 
to respond to both sexes and particularly 
the female parent (in the case of the male 
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homosexual)? Many male homosexuals are 
capable of warm, friendly and affectionate 
feelings for women as friends. What they 
reject in the woman are the genital organs. 
The male homosexual is both repulsed and 
frightened by the female genitalia. Freud 
attributed this to castration anxiety. This 
anxiety makes it intolerable for the homo- 
sexual to observe genitalia not possessing 
a penis. He conceives of castration as a 
punishment that might befall him for hav- 
ing sexual desires for his mother and daring 
to supplant his father. He may go through 
life attempting to appease all male figures 
through homosexual submission in order to 
ward off the danger of castration. 

With the female homosexual, the dynam- 
ics are somewhat different. For her the 
penis becomes a symbol of violation and de- 
struction. She may reach a point where 
pleasure is only possible if the penis is ab- 
sent. If she was frustrated, rejected and 
frightened by an aggressive mother, she may 
identify with the father and desire to love 
her mother as her father did. 

These formulations of Freud are fa- 
miliar. It would take us far afield to con- 
sider crucial differences between his ori- 
entation and ours. However, we can agree 
that the earliest interpersonal relationships 
of the child are of extreme importance in 
the molding of his character structure.12 

Much research remains to be done on the 
influences of these earlier interpersonal ex- 
periences on the child. What has already 
been done indicates clearly that the infant 
is exquisitely sensitive and responsive to the 
climate of the home long before intellec- 
tualization and conceptualization have been 
developed. The infant is particularly re- 
sponsive to love (acceptance) and anxiety 
(lack of acceptance). An anxiety-ridden at- 
mosphere can undoubtedly crush a growing 
infant or child. 

A child probably sees himself first in the 
eyes of others. Where the interpersonal re- 
lationships are bad, the ensuing anxiety can 
seriously disrupt the delicate image the 
child is creating for himself. The body 
image is but one aspect of the total self 
that child is creating through his experi- 
ences. Precisely how these psychic events 
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mold the individual's notion of himself has 
not been thoroughly worked out. Why, for 
instance, the homosexual-to-be begins early 
in life to reject his own role as an organic 
male is hard to account for when his brother, 
under the impact of seemingly similar anx- 
iety, selects another defense. 

It seems clear, however, that many basic 
emotional convictions about oneself become 
crystallized in these earliest experiences. 
These convictions often are unresolvable 
and, from a clinical viewpoint, appear fixed. 
In the light of our present knowledge, 
there seems to be a group of personality 
characteristics that is born out of experi- 
ences, yet remains seemingly unalterable, as 
if constitutionally determined. The genesis 
of such characteristics has been demon- 
strated by recent work in the field. 


CLINICAL MATERIAL 


For this particular clinical study I have 
reviewed all my analytic material concern- 
ing people in whom homosexuality played 
a significant role. About twenty patients 
contributed to the observations that I shall 
elaborate. I have worked with some of them 
for as long as seven years and with others 
only a few months. The role that homo- 
sexuality has played in their lives is varied. 

In order to facilitate discussion, I shall 
divide the patients into categories. The dif- 
ferentiating feature is the degree of ob- 
sessiveness in the practice of homosexuality. 
While such a typology can be helpful for 
discussion, it is well to remember that there 
are limitations to classifications. The cate- 
gories are artificially created; the distinct 
differences between them are often more 
apparent than real. The categories are: 


1. The more-or-less fixed homosexual 

2. The facultative homosexual 

3. The latent homosexual 

4. Homosexuality associated with psychosis 


Although I speak of the fixed homosex- 
ual, it, too, is only a relative term. It simply 
refers to those patients who, during their 
analysis with me, were unable or unwilling 
to give up their homosexual patterns of re- 
lating. Whether that would continue with 
more work, I don’t know. The term “fixed” 
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implies a more or less rigid pattern of be- 
havior in this particular area of their life. 

The so-called fixed homosexuals were 
those people whose sexual object was invari- 
ably one of their own sex. This pattern 
seemed to be unalterable. In spite of consci- 
entious efforts to change to patterns of het- 
erosexuality, they were invariably unsuccess- 
ful. One explanation for this might be that 
these people came to me after many years 
of exclusive homosexuality. Their incentive 
to change the pattern never was primary. 
Were it not for associative panic and anx- 
iety they would not have sought help. 

The influence of the earliest experiences 
was most clearly demonstrated in the fol- 
lowing people belonging to this group. 

One patient, an overt homosexual for 
many years, was born while his mother was 
in the midst of a nervous breakdown. He 
was unfortunate in not having anybody 
warm or affectionate to relate to him. A 
year later his sister was born. This time his 
mother’s health was much better. To his 
great consternation, she took a fancy to his 
little sister. He remembered his envy of 
his sister in the ensuing years. In his fan- 
tasies he saw himself as a girl, pretty, grace- 
ful and wanted. His homosexuality was un- 
doubtedly born in the earliest days of his 
his life, when he devaluated his masculinity 
and actually tried to blot it out by becom- 
ing a little girl. Years later, in his late 
thirties, he confided that in his mind’s eye 
he still saw himself as a girl. Homosexuality 
does not stem from such singular events. On 
the contrary, homosexuality is the culmina- 
tion of a person’s total experience. The 
events described are merely characteristic 
symbols of his emotional conflicts. 

Another patient whose conspicuous homo- 
sexual leanings caused his parents to bring 
him into analysis revealed the following ac- 
count of his early upbringing. He had two 
older sisters who seemed favored by an 
over-indulgent mother. The father, who got 
along very badly with his wife, was away 
from home most of the time. When the 
patient was born he was most unwelcome, 
since the most potent abortion procedures 
had been undertaken with obvious lack of 
success. The patient, rightly or wrongly 
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felt his mother and two sisters were always 
ganging up on him. He discovered that the 
only way to get along was to pretend he 
was a little girl, too. Again and again he de- 
nied to himself he was a little boy. Among 
his playmates he was quickly branded a 
sissy because he preferred to play house 
with them as little girls do. 

The theme of rejection as a major causa- 
tion factor in neurosis has been well de- 
scribed in many current texts of psycho- 
analysis. That the rejection can take an 
explicit or conscious form, or implicit or 
unconscious form also has been well recog- 
nized. The unconscious subtle form is un- 
questionably the more damaging one with 
which the young child or infant has to 
grapple. In my clinical experience, however, 
the most destructive influence on the grow- 
ing child is anxiety. The anxious mother, 
father or other significant person invariably 
creates havoc with the growing child. Even 
though rejection, explicit or implicit, may 
be at a minimum, the appalling sensation 
of anxiety strikes terror in the child and 
stimulates him to fantasize all manner of 
threats. Neurotic solutions to these threats 
then come into play. 

In the two cases mentioned, the child 
tried to avert this intense anxiety by deny- 
ing, very early in his life, his sexual iden- 
tity. In the two cases noted, being a boy 
posed a threat to each. Denial of that facet 
of his character structure was perpetuated 
in the interest of safety. 

I looked to these two people who be- 
longed to this same category for much en- 
lightenment about the dynamics of homo- 
sexuality. Their pattern seemed so fixed 
and intense [ felt it almost approximated a 
pure culture condition of the laboratory. 
Their overt behavior seems hardly neces- 
sary to describe because it is so well known 
and because they approximated each other 
so closely. The cruising, mutual masturba- 
tion, fellatio, anal intercourse and infinite 
combinations thereof, performed in an ac- 
tive or passive fashion, are quickly heard in 
the beginning of an analysis and continue 
throughout. The relationship of these ac- 
tivities to taunting inner anxiety which the 
homosexual is trying to limit is invariably 


present. Of course, the homosexual’s activity 
may itself incur the anxiety of detection, ex- 
posure, punishment and guilt. Nevertheless, 
this anxiety is secondary. The homosexual 
activity is itself a defense to ward off deeper 
and primary anxieties. The psychological 
addiction to homosexuality, in many re- 
spects, is not unlike that of narcotic addic- 
tion. 

The more or less fixed homosexuals, 
whether male or female, share one charac- 
teristic in common—a hatred for the person 
of the opposite sex. This must be qualified; 
the hatred is for the other person in a sexual 
situation. Platonic or asexual relations be- 
tween them are not uncommon. But the 
moment such a person becomes a possible 
sexual partner, the anxiety, fear and hatred 
for that person come to the surface. The 
prospect of sexual relations often brings on 
somatic sensations of nausea and repug- 
nance. Not infrequently the individuals ex- 
perience themselves as members of the op- 
posite sex. Intellectually, they are aware 
of the error of such a conclusion but, never- 
theless, they experience themselves as such. 
The boundaries of the self are ill-defined 
and often fluctuate. Thus one homosexual 
boy fancied himself as a beautiful and vo- 
luptuous girl in the preliminary moves of 
his homosexual activities, but once deeply 
involved, he became the blond, curly haired 
little boy he was at five. The instability of 
the self can thus be observed. Often it re- 
lates not only to the gender of their iden- 
tity, but to their identity as a whole. Look- 
ing into a mirror may frighten them because 
of the appearance of a strange face they do 
not recognize as their own. At other times, 
they become very frightened by the repul- 
siveness of the image and just as frequently 
go into ecstasy because the image seems to 
be most beautiful, exotic, powerful or in- 
telligent. 

As a counterpart to this hatred for women 
as sexual objects, male homosexuals’ “love” 
for men deserves careful scrutiny. On in- 
spection, it is clear that these intense feel- 
ings are deeply interwoven in a network of 
neurotic needs. These needs are frequently 
fulfilled in a non-specific manner. By this 
I mean that the need for homosexual love 
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is often fulfilled by many partners. The 
singular, specific partner is often but an 
expression of convenience. Actually, the 
sexual fulfillment is non-specific and other 
suitable partners are easily substituted. 

Indeed, in the extreme of compulsive 
homosexuality, the act is depersonalized. 
Sexual experiences are carried out often by 
a “gang” of people, often in complete dark- 
ness and in anonymity. When a relationship 
which is in a sense personal is entered into, 
intense anxieties and conflicts sooner or 
later are the rule. Some of the most intense 
reactions of jealousy, rage, vindictiveness 
and retributive retaliation that I have ob- 
served have been among homosexuals. 

Intense, pervasive anxiety is often in the 
foreground. Somatic signs of anxiety— 
termulousness, palpitation, sweaty hands, 
etc—are not the most common symptoms. 
In my experience, most anxiety expresses 
itself in terms of fears and doubts about 
daily occurrences. The smallest tasks become 
crucial problems. This may occur in juxta- 
position with great talent and success. At- 
tempts at stringent denial by attitudes of 
rigidity, arbitrary rightness and compulsive 
belittlement of others also were evident. 

Periods of freedom from anxiety are few. 
The appearance of a new task, a change of 
job, or any new situation provokes and in- 
tensifies anxiety. Homosexual activity in- 
variably follows. From this it can be seen 
that homosexuality serves as a source of re- 
assurance and to allay anxiety. 

The process of alienation which, in the 
last analysis, accounts for the phenomenon 
of homosexuality and other neurotic pat- 
terns, is started in earliest childhood and 
perpetuated through ensuing anxiety-pro- 
voking situations. At first the child’s iden- 
tity or, in this particular syndrome, mas- 
culinity is rejected by others. Subsequently, 
he rejects it himself. The active and sus- 
tained 13-14 rejection of this portion of his 
personality is most important. That part is 
often externalized onto somebody else who 
becomes the sexual object. What the homo- 
sexual is seeking in others is something he 
feels is lacking in himself. Clinically we ob- 
serve the complimentary needs of each part- 
ner acted out in relation to each other. 


A brief example: A patient en route to 
work one morning encountered two men 
on the train. One, a sailor, greatly attracted 
him sexually. The other man he found 
strangely repulsive. I urged him to tell me 
what these men brought to his mind. Quite 
oblivious of what he was saying, he described 
the man he didn’t like as a replica of him- 
self. “This man is a thin-lipped, hyperintel- 
lectual, Madison Avenue type of person, who 
seems sadistic and vengeful.” The other 
man struck him as a person who could en- 
joy unlimited freedom, who seemed viva- 
cious, alive, adventurous. Since he himself 
was a person who constantly complained of 
deadness and emptiness, whose dreams were 
full of cadavers and dismembered people, 
it is clear why he sought the companionship 
of people who personified the reverse. 

On the other hand, we often observe the 
living out of self-destructive “masochistic” 
trends. A person seems to search and find 
partners who will humiliate, berate and 
even destroy him. The sustained self-con- 
tempt apparently is so severe that such a 
person obtains relief only through these 
self-destructive acts. 

An attempt was made to single out those 
factors in the early environment that might 
account for the homosexuality. Such studies 
have been reported by many. Among my 
patients the parental constellation charac- 
terized by a hostile, rejecting, difficult 
mother with an emotionally distant father 
seemed to be by far the most common. 

One patient was born at the time his 
mother was in the midst of an emotional 
crisis which lasted during the first six months 
of his life. When he was a year old, a little 
brother was born who promptly became the 
favorite of his mother. His father seemed to 
have little interest in the family and oc- 
cupied himself with race horses instead. His 
ensuing nine or ten years were character- 
ized by incessant and violent fights with his 
mother. His father played a small part in 
his life. He was puzzled by the fact that he 
often fantasied what a “nice guy” his father 
was and how much nicer he was than his 
mother. But in the father’s presence, he 
was unaccountably irritable and hostile. 

I believe this is a very important fact in 
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the psychodynamics of male homosexuality. 
The anxiety-ridden atmosphere in the early 
days undoubtedly provokes great anxiety in 
a child. The active and hostile rejection by 
the mother causes him to look for a friend. 
When the father is emotionally detached, 
it is a further blow to the child. He creates 
a compensatory fantasy. He continues to 
worship the distant friend and savior. When 
fact and fantasy are placed in juxtaposition, 
as above, the ensuing conflict produces irri- 
tability and hostility. The central figure in 
the genesis of male or female homosexuality 
is the mother. The early patterns of be- 
havior set in relation to the mother un- 
doubtedly determine subsequent behavior 
in large measure, for the important silent 
factor in homosexuality is, to my mind, not 
just attraction to one of the same sex but 
terror and fear of the member of the oppo- 
site sex. I do not wish to say that homo- 
sexuality is caused by the rejecting mother, 
but that the rejecting mother creates a state 
of anxiety in the child for which homo- 
sexuality may appear to be the solution. 
How that comes about is not clear, but 
these are some of the factors that go into it. 

The male homosexual turns to the father 
for emotional support he failed to get from 
his mother. This is primarily a deep un- 
conscious fantasy which the homosexual 
lives out under the duress of anxiety. Act- 
ing out such fantasies in the homosexual is 
not unlike the acting out observed in neu- 
rosis generally, particularly the deep-seated 
neurosis. Current situations are perceived 
and lived out just as they might have oc- 
curred in the formative years of life. 

While this description sounds as though 
the adult neurotic simply repeats patterns 
he has become conditioned to in early life, 
the process is actually far more complex. 
The acting out of the fantasy places em- 
phasis on his interpersonal relations, yet 
the intrapsychic processes are no less im- 
portant. 

The hostile, biting mother he is con- 
stantly running away from is not just the 
literal childhood mother. She may also 
represent his own devouring, destructive 
impulses. She may also represent the softer 
impulses in himself which he may have 


equated with weakness and which he loathes, 
She may represent emotional involve. 
ment that his alienation and detachment 
abhors. Similarly, the father and the penis 
he is pursuing represent more than his 
genetic parent. The symbol takes on many 
more meanings embedded in experiential 
events. The father becomes a symbol from 
which he derives strength through identifi- 
cation or conquest. Through submission 
and fusion he loses the identity he loathed 
to become part of the stronger force, the 
father. If he takes the more aggressive role 
and conquers this father, he proves himself 
to be strong and thus allays his gnawing 
fears and anxieties. The father and mother 
symbols become intricate aspects of the 
idealized image** he is trying to fulfill. 

We speak of the homosexual experience 
as fulfilling certain needs, neurotic and 
otherwise. To mention each would necessi- 
tate a discussion of every neurotic need. 
The homosexual solution represents a com- 
partmentalized solution to an extensive 
character neurosis. We can trace almost 
any neurotic need and see how the homo- 
sexual attempts to fulfill it. We shall there- 
fore dwell on some particular needs that 
homosexuality fulfills. The homosexual is 
a lonely person who is caught in a dilemna. 
He doesn’t like to be alone. Yet with peo- 
ple all his conflicts come to the surface. He 
therefore has elaborated a system by which 
he is with people and yet he is not. The 
homosexual solution is a compromise, a 
partial solution to overwhelming loneliness 
and isolation. Unlike the psychotic, he still 
retains, emotionally, a part object. His hold 
on reality is tenuous and can break down at 
any time. 

Unlike the more or less fixed homosexual, 
whose sexual pattern seems rigidly set, the 
facultative homosexual’s pattern is much 
more flexible. Such people can and often 
do practice homosexuality and _ heterosex- 
uality simultaneously. Sometimes they are 
married, have children and to all intents 
and purposes seem to have a well adjusted 
sex life. Even their marriage partners are 
surprised and horrified to discover the 
clandestine homosexuality. In many cases, 
the lapse into homosexuality occurs only 
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intermittently—during an alcoholic binge, 
or whenever conventional control is re- 
linquished. 

The following two examples are illustra- 
tive. Although these men were married and 
lived conjugally, each participated in homo- 
sexual experiences in moments of varying 
stress. It might be profitable to look into 
the precipitating influences that brought 
about the homosexuality. Incidentally, the 
homosexual experience was in each instance 
available to them at any time. Hence, when 
it did occur, it had to relate to some par- 
ticular situation of increasing anxiety. 

The first, a successful artist, had a trivial 
argument with his wife. He found himself 
experiencing a great deal of rage which he 
promptly denied, almost consciously. But he 
quickly was seized by a splitting headache. 
He couldn’t sleep that night. His wife's 
overtures and apologies only enraged him 
more. In spite of his inner feelings, he tried 
to respond sexually to her but this only 
resulted in a premature ejaculation. At 
night he dreamed; “I am interviewing a 
prisoner of a German concentration camp. 
I invite him to my home and feast him. At 
the end of the evening I tell him he has the 
choice of having a homosexual affair with 
me or returning to the concentration camp 
and facing death.” The next day he went 
to a neighboring city and engaged in a 
homosexual experience. 

The dream suggests that he looked upon 
the concentration camp as his incarceration 
in the marriage. His only escape was into a 
homosexual relationship. We shall not go 
into why he externalized his inner system 
of coercion to his wife. 

The second man—a facultative homosex- 
ual—also is married but turns to homo- 
sexuality for quite different reasons. It 
seems invariably related to his fear of in- 
timacy and involvement. The marital rela- 
tionship is characterized by much strife and 
tribulation. In this atmosphere, homosex- 
uality does not occur in reality or in fan- 
tasy. When the hectic atmosphere subsides 
and things quiet down, his wife becomes 
repentent and tries to make amends. She 
prepares his favorite dishes, brings out his 
slippers, lights his cigars. Then he is in 


trouble. He finds himself getting tense, he 
can’t catch his breath, the room seems to 
get smaller and he feels constricted. If dur- 
ing this time sexual advances are made by 
his wife, he becomes terrified and often 
panicky. A characteristic dream: “I am 
walking into cave, suddenly the door clamps 
shut and I can’t get out. I am frightened.” 

His fears of getting into things and of 
getting involved is clear. What follows in- 
variably is a period of homosexuality, and 
absence from home for about a week. Then 
full resumption of marital life again takes 
place. 

Thus far we have discussed the fixed and 
facultative homosexual. The latent homo- 
sexual differs from the others in that overt 
homosexual behavior does not take place. 
There is no doubt that homosexuality is in 
the background, however, and in some in- 
stances but one step from its actualization. 

Among latent homosexuals the severity 
of involvement seems to vary from one ex- 
treme to another. In some, one has the feel- 
ing that they are figuratively speaking, but 
inches away from overt homosexuality. In 
others, it sounds like a very distant rumble, 
far in the background. 

Among the former is a young man who 
was married and had two small children. 
He came into analysis because of obsessive 
preoccupation with men’s penises. Being in 
the presence of men made him very tense. 
In a public toilet, he was petrified with 
panic lest he make overtures to exposed 
men or overtures be made to him. Yet for 
over a year these strong inclinations were 
held in check. There is little doubt that we 
can refer to such a person as a latent homo- 
sexual. His homosexual solutions were prac- 
tically conscious. 

On the other hand, latent homosexuality 
can be predominantly unconscious. a pa- 
tient came into analysis because of an ob- 
session about noise from his upstairs neigh- 
bor. Actually, the sounds emanating from 
above were not too loud. His wife con- 
sidered them just everyday sounds. But 
night after night he came home and be- 
came progressively more tense as the eve- 
ning wore on. He found himself listening 
for the sounds. He couldn’t sleep and stayed 
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up half the night listening for every little 
creak. His health was affected to such a de- 
gree that he decided to move from his apart- 
ment, although it was adequate in every 
other respect. After moving into a new 
apartment, he discovered that his new 
neighbors were even noisier than the others. 
But, strangely enough, the noise did not 
bother him at all. It was evident that there 
was something very special about his former 
neighbors. 

After several weeks of probing, it was 
revealed that the upstairs neighbor was an 
overt homosexual. My patient had been 
fascinated by stories he had heard of the 
activities of this man. He felt guilty even 
thinking about it and, when it came up, 
promptly pushed it out of his mind. Con- 
sciously he expressed repugnance for homo- 
sexuality, and though a gentle person once 
blurted that homosexuals are the scourge of 
the earth and should be wiped out. Here 
the latent homosexuality was obviously re- 
pressed or denied for a long time. 

In contrast to such examples, the term 
latent homosexuality has been so stretched 
in psychoanalysis as to become almost mean- 
ingless. Any relationship between two men, 
whether in competitive struggle or in 
friendly cooperation, is regarded as a mani- 
festation of unconscious homosexuality. 
With that thesis I would not agree. Never- 
theless, evidence of unconscious homosex- 
uality abounds in clinical practice. As I shall 
develop later, it has been my experience 
that wherever you find extensive alienation 
from self, you will find evidence of uncon- 
scious homosexuality or confusion about 
one’s sexual identity. This is observed fre- 
quently in dreams. 

An extremely detached and alienated sin- 
gle woman of thirty-eight who experiences 
great anxieties in interpersonal relation- 
ships with men, had the following dream: 
“I am in bed with Louis and we are going 
to have intercourse. As his penis is about 
to penetrate, I experience the deepest kind 
of revulsion and nausea.” She awoke from 
the dream with a splitting headache. Her 
global conflict and fear of involvement or 
penetration was externalized onto the sex- 
ual act. She was revolted at her own feelings 


and was afraid of them. Her preference for 
sex with women resulted from this fear of 
men, who represented instruments that 
could penetrate her walls of detachment. 

The relationship between homosexuality 
and psychosis is an intriguing one. I have 
had the opportunity of observing the emer- 
gence of homosexual conflicts during psy- 
chotic episodes in five people. In four of 
them, the appearance of the homosexual 
conflict came as a surprise to me, for there 
had been no indication of its existence in 
the pre-psychotic relationship. In one indi- 
vidual the homosexual conflicts were ex- 
ternalized. He felt that all the patients on 
his ward were unusually effeminate and pas- 
sive. He implored me to do something for 
them so that they would not be prey to 


the husky masculine attendants who seemed. 


to assault them behind closed doors. An- 
other patient, an eighteen-year-old married 
woman who developed a psychosis imme- 
diately after her wedding, told me, when 
hospitalized, that she had feared being a 
homosexual long before she even knew 
what the word meant. Still another patient, 
a chemical engineer, felt during a psychotic 
episode that everybody was jeering at him 
because he was a “fairy,” and had submitted 
to his father’s advances when his mother 
was away. 

I can cite a number of other personal ex- 
periences with patients who, in their psy- 
chotic periods, expressed homosexual con- 
flicts which had not appeared previously. 
Freud felt that the psychosis was the expres- 
sion of the individual’s struggle against 
homosexuality. I do not believe that this 
causal relationship exists but that both the 
conditions of psychosis and compulsive 
homosexuality are characterized by massive 
alienation. Both originate from the same 
matrix. Hence, in many instances, we can 
expect the concurrence of the two. In homo- 
sexuality we have a highly compartmental- 
ized state of alienation that is different from 
psychosis only in extent. In the latter, the 
condition has permeated the personality. 

Thus far we have discussed four cate- 
gories of homosexuality: the fixed, faculta- 
tive, latent, and that associated with 
psychosis. In all these categories the homo- 
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sexuality, when it is in the foreground, is 
compulsive. Even in the latent homosexual 
such as I have described, the homosexual, 
fantasies and preoccupation were obsessive 
although they were not acted or lived out 
In the past these different types of homo- 
sexuality were accounted for by the concept 
of regression to various levels of integration 
Hence, the latent homosexual was consid- 
ered more effective in his ability to repress 
his homosexual conflict than the overt 
homosexual. 

The concept of regression to lower levels 
of integration under the impact of anx- 
iety, thus accounting for different degrees 
of homosexuality, is helpful descriptively. 
However, when an attempt is made to un- 
derstand dynamically how this takes place, 
many questions arise which in the end are. 
more confusing than helpful. 

Such an explanation is consistent when 
the frame of reference is the libido theory, 
with its points of fixation corresponding to 
different levels of integration. If we move: 
away from this orientation into a holistic 
concept of man, these explanations are 
untenable and useful only descriptively. 


PsYCHODYNAMICS 


From the clinical examples described, it. 
can be seen that homosexuality may be 
associated with emotional illness of varying 
degrees of severity. It is unlikely that homo- 
sexuality in each case has the same signifi 
cance, dynamics and implications. On the 
other hand, this common symptom does 
suggest some common denominator. Yet the 
psychodynamics revealed in my homosexual 
patients have been those seen in neuroses 
generally. The intensity varies. For in- 
stance, narcissism was more frequently seen 
and usually was related to a higher order of 
alienation. The egocentricity or self-cen- 
teredness of the homosexual patient seems 
particularly conspicuous. The rapid fluctu- 
ation between “sadistic” and “masochistic” 
strategies could be readily observed in most 
of the patients. The power drive for mas- 
tery was conspicuous in some. 

The predominantly aggressive homosex- 
ual makes an open bid for power. What 
seems more often the case, however, is the 
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struggle for power through self-effacing 
techniques. Often such a person sees him- 
self as a God-like figure who is entitled to 
fulfillment of all sorts of claims. In the end, 
the other person would have to be com- 
pletely enslaved and devote all his energies 
to appeasing and placating his partner. 
Under such circumstances it is easy to recog- 
nize that the homosexual element of the in- 
terpersonal relationship is secondary. Ho- 
mosexuality is merely the instrument used 
to satisfy the neurotic aims. One feels cer- 
tain that if homosexuality were to disap- 
pear, another neurotic solution would 
quickly replace it. Homosexuality is used to 
achieve such ends as vindictive triumph, 
masochistic annihilation, or total personal 
withdrawal. 

Another characteristic feature of homo- 
sexuality is boredom and emptiness. Al- 
though the latter is to be observed in one 
form or another in all neurosis, it has been 
my experience that in compulsive homosex- 
uality it is of particular importance. I feel 
that much of the compulsiveness of homo- 
sexuality stems from the promise it holds 
for filling up this void. “Life would be 
hideously dull without it,” as one patient 
put it. 

It might be well to look into the genesis 
of this emotional emptiness. Let’s go back 
to the beginning. The child or infant ex- 
periences a great deal of anxiety when ex- 
posed to a hostile environment. The earlier 
the trauma, the more severe the illness. In 
severe emotional illnesses, the trauma has 
been incurred before the infant has had the 
opportunity to develop means by which to 
cope with the environment. 

Every step of the neurotic process is a 
step away from the individual’s own spon- 
taneous feelings.16 Overwhelming anxiety 
can crush a child’s feeling of worth, merit 
or oneness. Every step creates more and 
more alienation from himself. The neurotic 
process is essentially a process of denial. 
The child denies to himself that he hates, 
wants or competes out of fear and anxiety. 
He loses himself in the process. In the net- 
work of these early relationships he loses 
his individuality. This psychic event is 
often experienced somatically in terms of 
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emptiness. As one of my patients put it: “I 
get along fine and people like me and think 
I am happy and no one suspects there is a 
hole in the middle of me.” 

Aside from the total denial that plays 
such an important part in alienation, par- 
tial denial is also significant. In the litera- 
ture it is referred to as disassociation or 
fragmentation. The essence of it is that a 
person denies his total involvement in con- 
flict by constricting it to a small area of 
psychic life. This is particularly true in 
homosexuality. Tote] human relationships 
provoke too much anxiety. They are re- 
placed by a part relationship in the form 
of homosexuality. The neurotic process 
tends to maintain this fragmentary life. 

The third major factor that accounts for 
a person’s emptiness is externalization. We 
have been aware that many destructive 
feelings, thoughts, actions and motivations 
can be externalized actively and passively. 
This phenomenon falls into the category of 
projection, on which Freud elaborated. Not 
enough attention has been given to the fact 
that a person can externalize constructive 
experiences as well. Again and again we 
find patients who must negate any positive 
feelings they may have. They are frankly 
frightened and threatened by the acknowl- 
edgement that they have done something 
positive, genuine, and constructive—some- 
thing really their own. Such massive exter- 
nalization of destructive and constructive 
experiences makes for the intense emptiness 
and deadness, of which they complain. 
Deep resignation and hopelessness toward 
resolution of their conflicts tend to perpe- 
tuate their patterns of behavior. 

External evidence of resignation is clearly 
manifest in my patients’ shallow living, 
excessive preoccupation with prestige, and 
automaton-like existence. Internal hopeless- 
ness accounts for the rigidity of the homo- 
sexual pattern once it is established. The 
self wavers in its stand when facing new 
situations, new conflicts and new solutions. 
It just lacks the stamina to engage in new 
strategies for coping with its conflicts. The 
individual finds himself clinging to old, 
sick methods of dealing with his wishes 
and needs, and those of others. 


The whole neurotic process is one of 
alienation, of moving away from one’s feel- 
ings. The emptiness often leads to a state of 
restless boredom which calls for excitement 
and rebelliousness. In many of my homo- 
sexual patients, the feeling of emptiness 
and boredom leads to the compulsive ac- 
tivity. 

The alienation described is the most im- 
portant dynamic factor in homosexuality. 
Once it is entrenched in a person, subse- 
quent dynamic mechanisms enter into the 
picture. Magical thinking, which relates to 
the faulty experiencing of reality, becomes 
prominent. Living in imagination is the 
logical consequence when the hold on real- 
ity becomes tenuous. The homosexual is 
living in his imagination and practicing 
magic through his homosexual act. What 
the act means to him is extremely personal 
and related to his particular needs and vul- 
nerabilities. To one it may represent a fear 
of the opposite sex as a result of early con- 
ditioning, to another a fear of adult re- 
sponsibilities and emotional involvement. 
One may use homosexuality as a way to 
defy external authority or internal coer- 
cion; one may use it as a flight into a world 
of unreality. Another may use homosexual- 
ity as a means of destroying himself or 
others, while still another may use it as his 
way of competing with members of his own 
sex. In many ways the homosexual act is 
like the ritual the obsessive and compulsive 
person performs. As a result of its perform- 
ance he feels safer, reassured. In this sense 
homosexuality is not really a sexual phe- 
nomenon. 

In many instances the desire for homo- 
sexuality becomes most intense when the 
person feels his emptiness. A feeling of in- 
substantiality, associated with great fright, 
comes into the foreground. The person 
searches for contact. Why genital contact is 
most reassuring to the homosexual is not 
entirely clear. The genitals are areas of 
great sensitivity and may stimulate the alive- 
ness he is looking for. Some really want 
contact. The homosexual activity is the 
price they are willing to pay for being held, 
accepted and fondled. 

Goldstein'* has described the abnormal 
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need for concreteness in brain-injured pa- 
tients. This need for concreteness is clearly 
evident in the emotionally disturbed as 
well. The concreteness can be seen as an 
attempt to hang on and thus avoid the 
insistent withdrawal that anxiety impels. In 
the homosexual these dynamics are particu- 
larly clear. When overcome by global 
anxiety, he invariably constricts it to the 
smaller domain of his sexuality. Only 
through concrete contact with the genital 
organs does he derive the temporary re- 
assurance he seeks. 

Homosexuality, as we have seen, is a 
symptom in neurosis. Like other symptoms, 
it represents a constriction and externaliza- 
tion of a global conflict in which the indi- 
vidual is involved. In order not to experi- 
ence the full impact of his inner conflicts, 
the individual constricts his conflict and 
experiences it in a small area of his psyche. 
This is a protective measure observed and 
understood by all of us. Why one person 
experiences his conflicts in terms of homo- 
sexuality and others in psychosomatic symp- 
toms for example, we really don’t know. 
However that may be, in homosexuality we 
see the mirror reflection of his total inner 
conflict. The homosexual is seen as a per- 
son caught in the dilemma of his inner 
conflict and who symbolizes it in sexual 
terms, rather than as a person who is ob- 
sessed by a perverted instinct. Homosexual- 
ity is the language used by the homosexual 
to express his underlying conflict. 

Freud considered unconscious homosex- 
uality as something basic and causal in neu- 
tosis. We consider it a symptom of character 
distortion. For some reason homosexuality 
as a symptom stems from deeper levels and 
involves many more aspects of personality 
than some other symptoms encountered. It 
would seem to me that organization of per- 
sonality and sex function are intimately in- 
tertwined. Serious dislocation in one must 
affect the other. That is not to say that one 
causes the other, but that the two, being 
intimately interrelated, often are mutually 
affected. 

It is the thesis of this paper that in infan- 
tile and subsequent stages of development, 
the homosexual-to-be is subjected to over- 


whelming anxiety. He can cope with this 
anxiety only through the serious mechanism 
of distortion and denial of reality. In order 
to limit the intensity of anxiety, massive 
compartmentalization and repression take 
place. The ensuing alienation is profound. 
Because these dynamic steps leading to 
homosexuality are no different from other 
serious mental aberrations, it is not surpris- 
ing to find homosexuality frequently in 
company with borderline psychosis, obses- 
sive states, paranoid states and marked nar- 
cissism. The common denominator of all 
these categories is alienation from self. 
Compulsive homosexuality arises from a 
general personality distortion. The fact that 
only a limited number of persons develops 
homosexuality does not minimize the psy- 
chodynamic significance of these factors. 

The compulsive homosexual constricts his 
global conflicts onto his sexual life. Exactly 
why he chooses this particular externaliza- 
tion as the symbolic expression of his whole 
life is not clear. That he does abstract this 
homosexual fantasy of his life is a clinical 
fact. Other unanswered questions, to my 
mind, are: what are the forces that keep it 
a fantasy, and when is it necessary to act 
it out? Anxiety undoubtedly plays a crucial 
part. Clinically we can almost see the 
mounting anxiety driving a person to live 
out a homosexual fantasy which. he may 
have entertained in a day dream or night 
dream. The homosexuality often permeates 
his personality so thoroughly that all ex- 
periences, even non-sexual ones are per- 
ceived as sexual. It is related to the neu- 
rotic’s preference for reducing things to 
black and white. Any other shade intro- 
duces anxiety, conflict and fear. Extensive 
alienation and living in imagination facili- 
tate the acting out of homosexual fantasies 

The homosexual maneuver is a distorted 
caricature of the innate human*’ striving 
for meaningful relationships. Although 
homosexuality is an expression of sickness, 
it came into being in order to avoid even 
greater illness. There is an innate drive to 
grow, live and relate in human beings. 
When this impulse is frustrated it may take 
bizarre and distorted shapes, yet its form 
and direction is toward life. 
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CONCLUSION 


I would say that compulsive homosexual- 
ity is a symptom-complex associated with 
extensive personality distortion. This dis- 
tortion is initiated by the earliest experi- 
ences of the individual and perpetuated by 
the compulsive strategies evolved during 
the course of his existence. These constitute 
the neurotic aspect of his character struc- 
ture. Homosexuality is essentially an out- 
growth of acquired conflict relating to the 
whole person. It is the symbolic expression 
of a person’s inner conflict in sexual lan- 
guage. What accounts for the specific choice 
of the symptom of homosexuality is not en- 
tirely clear. Specific experiential events ap- 
parently can cause a person to externalize 
his inner conflict on his sexual identity and 
use that as the shibboleth of his illness. The 
basic problem, however, remains one of 
alienation, compartmentalization, external- 
ization, massive resignation and emptiness. 
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DISCUSSION 


Freperick A. Weiss, M.D., New York, N.Y. 


I am grateful for the opportunity to dis- 
cuss a paper which approaches construc- 
tively one of the most important problems 
of psychoanalysis. With Dr. Gershman, I 
reject the concept of a constitutional bi- 
sexuality and I agree with his emphasis on 
early emotional experience, character struc- 
ture and psychodynamics. 

We owe it to Freud that homosexuality 
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today is no longer seen as an anatomical- 
physiological phenomenon. Only a few dec- 
ades earlier, Mantegazza had explained 
homosexuality as a congenital malformation 
caused by the fact that sensory nerves nor- 
mally originating in the penis are displaced 
to the rectum and the erogenous zone is 
shifted correspondingly. As late as 1914, 
Magnus Hirschfeld stated: “Homosexuality 
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always is an inborn state conditioned by a 
specific homosexual constitution of the 
brain.” But neither these two assumptions 
nor the more recent hypothesis of a persis- 
tently changed androgen-estrogen hormone 
level could be verified. 

Freud pioneered the psychological ap- 
proach. His excellent clinical observations 
have remained basic and valid. The inter- 
pretation and constructive use of these ob- 
servations, however, became limited by a 
barrier of preconceived theories. 

1) The emphasis on constitutional bisex- 
uality and an original homosexual endow- 
ment leading to either latent or overt homo- 
sexuality interferes with a true dynamic and 
motivational understanding and even more, 
with the therapy of homosexuality. 

2) The libido-centered approach to char- 
acter structure and symbolism prevented 
psychoanalysis from seeing the whole sexual 
—and particularly the homosexual—behav- 
ior as an expression of the total character 
structure, and from understanding sex in 
dreams and in life as a dynamic and holistic 
symbol of total human existence and hu- 
man relationships. 

3) The thesis, “The neurosis is, so-to-say, 
the negative of the perversion,” postulates 
the alternatives: perversion or neurosis. 
This thesis has been given up today even 
by many leading orthodox Freudian ana- 
lysts. Clinical evidence clearly shows the 
co-existence of so-called perversion and neu- 
rosis. In my opinion, the “perversion” re- 
presents a comprehensive neurotic solution 
to severe intrapsychic and interpersonal 
conflict. 

Total human phenomena such as homo- 
sexuality can be understood only by an 
integrated holistic approach which includes 
biological, psychological and cultural con- 
siderations. 

Henry’s excellent study of eighty homo- 
sexual case histories would have gained very 
much in its analytical significance if he had 
replaced the stereotypes of “maleness” and 
“femaleness” by the very specific meanings 
these symbols have with regard to the self- 
image, the self-acceptance and the self-rejec- 
tion of the individual patient. 

The constructive dynamic question is 


not: why do people become homosexual, 
but, why do they not develop a healthy 
heterosexual pattern? Even compulsive ho- 
mosexuality is, in my opinion, a desperate 
attempt to reach out for human contact, 
acceptance and love, an attempt which is 
severely limited and distorted by anxiety 
and compulsive needs, growing out of a 
state of inner conflict, self-rejection and 
extreme alienation. 

Freud was intuitively right when he ob- 
served a close relationship between narcis- 
sism and homosexuality. But for a true un- 
derstanding of both these phenomena, I 
believe the concept of narcissism had to be 
interpreted in a basically different way, as 
Horney started to do it in her New Ways in 
Psychoanalysis. 

“Narcissism,” she writes, “is an expression 
not of self-love, but of alienation from the 
self . . . a person clings to illusions about 
himself because, and as far as, he has lost 
himself.” + 

The narcissist has lost vital aspects of his 
self due to early rejection and repression. 
To overcome his feelings of weakness and 
anxiety he is compulsively driven to iden- 
tify himself with an idealized image of 
himself. In this attempt, later in life, the 
partner fulfills a central role. 

For healthy growth, the child needs full 
acceptance of his individuality, which in- 
cludes his sexual role. Without it the child 
experiences basic anxiety, develops compul- 
sive drives for dependency or aggression. 
Feeling only partly accepted, discriminated 
against or actually rejected for what he ex- 
periences as aspects of being “a real boy” 
or “a real girl,” he unconsciously begins 
to reject an essential part of his growing 
self. He makes a compulsive effort to be, 
and even more to become, what he is not, 
but what he senses will bring him accept- 
ance and love. 

Starting points for such active alienation 
are manifold: rejecting, overprotective or 
discriminatory attitudes on the part of the 
parents, distorted expectations about what 
is “right” for a boy or girl, open or veiled 
disappointment about the sex of the child 
and—most important—examples provided, 
for instance, by a tyrannical, domineering 
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father or a self-effacing, dependent mother. 
In the unconscious experience of the child, 
such examples easily assume the role of 
symbols as to what a real man or a real 
woman ought to be. 

Energies needed for healthy growth then 
become misused for the partial repression 
of the growing self. Genuine selfhood and 
true personal and sexual identity are sacri- 
ficed. 

I believe that it is this simultaneous pro- 
cess of repressing integral aspects of the 
growing self and of creating compulsively a 
substitute self (or rather, non-self) which 
leads to the extreme degree of active self- 
rejection and alienation found in compul- 
sive homosexuality. The victim of this self- 
destructive process survives with too little 
energy for autonomous living. He has, as 
one of Dr. Gershman’s patients expressed 
it, “a hole in his middle.” 

The emotional experience of this vac- 
uum, the awareness of which the homosex- 
ual often avoids by running still further 
away from himself, creates his strongest 
need: the need for vicarious living through 
a partner. This partner, while more or less 
unspecific and exchangeable, potentially is 
any person who can become the external- 
ized symbol of the repressed part of his own 
self, for example of his “masculinity.” 

I consider as one basic factor in the psy- 
chodynamics of compulsive homosexuality 
the unconscious drive for vicarious living 
by merging with the partner. The other, 
equally important factor, I see in what I 
have called the “magic mirror symbiosis.” 2 
Alienated from himself, the compulsive ho- 
mosexual needs the partner as a mirror of 
his idealized image. In the predominantly 
self-effacing homosexual, this image in- 
cludes “goodness,” the capacity for surren- 
dering love, and attractiveness, especially 
sexual attractiveness. In the predominantly 
expansive homosexual, this image includes 
“masculinity,” mastery, superiority and 
uniqueness which coexist with deep feelings 
of despicable nothingness. 

Each partner functions as a mirror of the 
other’s image, his “love” has to neutralize 
the acid of destructive self-hate in the other. 
The relationship immediately breaks when 


the mirror-function stops. Then the accu- 
mulated self-hate, no longer neutralized, 
may lead to severe anxiety, panic, depres- 
sion or self-destructive impulses. 

While the detached homosexual has only 
short-lasting, continuously changing con- 
tacts and shows a pattern of promiscuity, 
the more dependent and the more expan- 
sive homosexual often forms relationships 
of longer duration which resemble a mar- 
riage. Here, we see evidence of a construc- 
tive capacity for affection and mutual help 
which, however, sooner or later loses out 
against strong competitive and destructive 
drives which, though repressed, always are 
close to the surface. The competitive strug- 
gle for power—“Who needs whom more?” 
“Whose love is stronger?” “Who controls 
whom?”—may become extremely violent. 

Compulsive homosexuality is by no 
means a predominantly sexual phenom- 
enon. It is an expression of the total per- 
sonality, a comprehensive attempt to solve 
inner conflict. The role of sex, therefore, 
varies to extreme degrees. 

The homosexual act may be glorified as 
unique, “different”, and far superior to the 
low level of “conventional” heterosexuality. 
But often sex is experienced only as a neces- 
sary evil, as a kind of payment for the satis- 
faction of other compulsive needs. One of 
my patients said: “Sex itself very often is 
nauseating to me. I do it only for the intel- 
lectual and spiritual part of it.” 

Regarding the family constellation in 
which male homosexuality develops, I often 
have seen that the father died or was sick, 
inefficient, alcoholic or tyrannical, so that 
a warm, healthy relationship to a father 
figure and a healthy image of manhood 
were missing. The mother I have found by 
no means always openly rejecting but more 
frequently overprotective, fostering early an 
idealized image of uniqueness in the son, 
paralyzing healthy assertion, tabooing sex 
and often pushing the son into the position 
of an ally against the failing husband. I also 
have observed often a predominantly fe- 
male environment in which women—the 
mother, sisters or aunts—exerted strong 
authority against which the boy felt unable 
to assert himself sufficiently. 
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My clinical experience seems to indicate 
that compulsive homosexuality is on the in- 
crease. Why? Have lasting heterosexual re- 
lationships and marriage become too great 
a challenge in our competitive culture for 
men with low self-acceptance and assertion? 
Do these men see their self-image as males 
threatened? Such cultural factors cannot 
be excluded, particularly since the ideal 
of a healthy masculinity which combines 
strength and tenderness is being replaced 
by the image of an aggressive super-male 
whose arrogant vindictiveness is glorified as 
masculine. 

The analytical therapy of homosexual pa- 
tients cannot focus on their sexual behav- 
ior. This is only a symptom and an attempt 
at solving a severe inner conflict. The goal 
is the gradual overcoming of the destructive 
forces of self-hate, self-contempt and self- 
rejection. The task is to help the patient 
to recover the vital aspects of his self which 
he has repressed and externalized. In the 
process of therapy the self is strengthened. 


The energy used previously for defense 
against anxiety, flight from the hated self, 
and the compulsive hunt for symbiosis be- 
comes available for autonomous living and 
spontaneous mutual relationships. 

Some patients derive from a deep char- 
acter analysis a degree of personal and sex- 
ual identity sufficient for a mature hetero- 
sexual relationship. Many more are reaching 
only an intermediate goal: self-acceptance. 
Any analyst, however, who has seen such 
patients destroying themselves in self-hate 
and getting lost again and again in humili- 
ating, enslaving relationships, will agree 
that even this limited change is a highly 
worthwhile goal in therapy. 
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SitvAno Arteti, M.D., New York, N.Y. 


Dr. Gershman is to be congratulated. He 
has been able to concentrate in one paper 
such a vast amount of material as the his- 
tory of homosexuality, its symptomatology 
and its psychodynamics, as well as an ac- 
curate report of personal observations of 
which he has a very rich and instructive 
collection. 

For me it is difficult to comment on this 
paper. In fact, there is practically nothing 
in it with which I disagree. The differences, 
from my point of view, are in emphasis: I 
give slightly more importance to the genetic 
than to the functional aspect of the symp- 
toms. However, I shall discuss briefly a few 
specific points which Dr. Gershman has 
made and then a general view of the nature 
of homosexuality. 

In discussing the psychodynamics of ho- 
mosexuality, Dr. Gershman states that the 
child who is to become a homosexual feels 
his sexuality rejected. The child then takes 
over the role of rejecting that same particu- 
lar facet in himself. I myself have found 
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this genetic factor in several cases of homo- 
sexuality. The child attributes the parental 
rejection to the fact that he or she belongs 
to a given sex and unconsciously tries to 
acquiesce to the parental wish by assuming 
the characteristics of the opposite sex. 

One of my patients, one of the relatively 
few homosexuals whose therapy I consider 
successful, belongs to that category. He 
was the third child and the third boy in 
the family. Before his birth, everyone in the 
family expected a girl. Baby clothes were 
bought in colors suitable for girls only. 
From birth the patient was subjected to ma- 
ternal rejection against which he tried to 
defend himself by assuming characteristics 
of a girl. In childhood he did most of the 
housework, helped the mother in the selec- 
tion of her clothes, with the cooking, and 
so forth. At the age of puberty he found 
himself sexually interested in men and hor- 
rified at the idea of sexual relations with 
women. 

Many such patients develop a compliant, 
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submissive personality. In the case of male 
homosexuality, the patients as a rule have 
originally complied with the mother in a 
certain way by changing sex; they comply 
with the father and move toward men by 
being sexually attracted to them. The price 
paid to the mother, however, by complying 
as they do is always resented and all women 
become a source of horror. The above-men- 
tioned patient has made a full recovery. He 
became capable of being aroused by women. 
He is now married and has a child. 

Another patient of mine, a woman who 
is still under treatment, remembers having 
a great attachment to her father until she 
was four years old, when a brother was 
born. At that time her father became com- 
pletely interested in the brother and forgot 
her entirely. Since then she has uncon- 
sciously tried to recapture her father’s love 
by assuming masculine characteristics. She 
has always felt the consequences of the 
greatly traumatic disappointment that the 
father inflicted on her, and a fear of men 
has persisted. Her unconscious feeling is 
that “It is better not to be so close to men, 
because they are bound to disappoint you.” 

In my experience, the cases in which ho- 
mosexuality can be traced back to the fact 
that the patients were rejected on account 
of their belonging to a given sex are rela- 
tively benign and the only ones in which 
therapy may be completely successful. Un- 
fortunately they are only a minority of 
cases. In the majority of homosexuals the 
original psychogenic mechanism is deeper 
and a more disturbing one. In the majority 
of patients, as Dr. Gershman has mentioned, 
the parent of the opposite sex has caused 
tremendous anxiety to the child—anxiety 
which is later extended to all interpersonal 
relations with all the persons belonging to 
the sex of the feared parent. A patient of 
mine, one whose therapy has so far not 
been successful, thinks of having relations 
with a woman as being swallowed or de- 
voured by the woman, just as at times dur- 
ing his childhood he thought he would be 
consumed by his mother. The idea of seeing 
a nude woman is repulsive to him, just as it 
was when his mother, without modesty, 
would expose herself to him while she 


dressed or went to the bathroom without 
closing the door. 

Dr. Gershman has described very well the 
empty sexual life of many homosexuals. 
The sexual act is disconnected from tender 
feelings, is depersonalized and quickly car- 
ried out. The partner can be easily changed. 
In my experience this is true particularly of 
male homosexuals. In many women the 
situation is different. The relation is more 
stable and often involves genuine love. I 
am not at all clear about this difference be- 
tween male and female homosexuality. | 
would like to ask Dr. Gershman whether 
he attributes this difference to superficial 
social factors—for instance, to the fact that 
female homosexuality is more easily con- 
cealed, inasmuch as women may more easily 
live together without arousing suspicion— 
or to deeper, not yet completely clarified, 
psychodynamic factors. This point is im- 
portant because at times, when we have to 
accept a limited goal in therapy we would 
be happy to achieve in men this level of 
homosexual relations. 

Dr. Gershman stated that the patients re- 
sort to homosexuality to constrict anxiety. 
I agree with this point of view and I would 
like to add that many homosexuals see 
everything in an aura of sexuality. Every 
action is either masculine or feminine. For 
the male homosexual to take the initiative, 
to be assertive, to complete a task, to be 
competitive, to fight—all are masculine 
characteristics. To do the opposite is to be 
feminine. And since in their self-effacing, 
submissive attitude they see themselves as 
deprived of these alleged masculine quali- 
ties, they reinforce their self-image of being 
feminine. 

Now a general point of view about the 
nature of homosexuality. When one reads 
a paper like Dr. Gershman’s, one is left 
with no doubt that the origin of homosex- 
uality is to be found in faulty interpersonal 
relations which early in life unchained a 
series of neurotic mechanisms. Homosex- 
uality is seen as a neurosis, as a psychopath- 
ological condition. I agree with this inter-’ 
pretation; I certainly do not share the point 
of view of those who attribute the condition 
to an organic alteration. And yet I feel that 
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although this point of view is true, it does 
not reflect the whole problem, does not re- 
veal the whole essence of homosexuality. 
Granted that homosexuality is based on 
neurotic psychogenic mechanisms, there are 
elements in it which make it different from 
an ordinary neurosis or from a psychosis, 
elements which make therapy much more 
difficult. In neuroses or psychoses, the un- 
consciously motivated and unconsciously 
sustained symptoms disturb the conscious 
life or, if we want to use orthodox Freudian 
terminology, disturb the ego. The ego suf- 
fers and as a rule would like to get rid of 
the symptoms. In homosexuality the con- 
scious self wants to retain the symptoms. 
And this is not only because the symptoms 
are apparently pleasant, as they are, for in- 
stance, in alcoholism and drug addiction, 
but for more important reasons: because 
the self itself has been integrated, devel- 
oped to function in accordance with the 
goals of homosexuality. What I mean is 
this: on account of certain environmental 
situations and consequent neurotic conficts, 
the child builds an image of himself which 
at a conscious level makes him function as 


if he would belong to the other sex. Even 
when he understands the origin of the 
symptoms and the use he makes of them, he 
does not cease to be homosexual, for the 
integration of his self is at a homosexual 
level. 

A hypothetical example may clarify this 
further. Let us assume that on account 
of some neurosis of the parents or other 
abnormal environmental circumstances, a 
child who by nature would normally tend 
to become right-handed is instead con- 
sciously or unconsciously pushed to use the 
left hand. Later, when he is an adult, in 
psychoanalytic treatment, he learns the ori- 
gin of his left-handedness and his neurotic 
use of it; for instance, the satisfaction of his 
desire to be different. All this does not make 
him become right-handed, because his psy- 
cho-motor apparatus has been integrated to- 
ward left-handedness. 

Paradoxically, psychoanalysis has trained 
us to attack unconscious motivations more 
efficiently than some faulty integrations oc- 
curring at a conscious level. In this discrep- 
ancy lies our difficulty in the treatment of 
homosexuality. 
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A CHANGING CONCEPTION 
OF PERSONALITY 


A PERSONAL VIEWPOINT 


NATHAN W. ACKERMAN 


P SYCHOANALYTIC ORIENTATION to personal- 
ity theory is in a state of transition. The 
convergence of a number of trends lends 
impetus to this development: the changing 
conception of the nature of mental illness 
and health; the quest for specificity in the 
application of psychotherapeutic methods 
to different pathological conditions; the ex- 
panding studies of ego dynamics, interper- 
personal communication, adaptation of in- 
dividual to group and the development of 
role theory; also the collaboration of psy- 
choanalysis and social science, on the one 
hand, and psychoanalysis and physiology on 
the other; the exploration of the relation 
of values to mental health; finally, the be- 
ginnings of a social psychopathology of 
family life, and the forging of new tools for 
the prevention of mental illness. In all of 
these trends, the core problem which de- 
mand solution is the integration of knowl- 
edge of the internal homeostatic mecha- 
nisms of personality with knowledge of the 
processes of adaptation to environment and 
accommodation to the requirements of a 
range of social roles. 

Freud focused his primary interest on the 
relations between the biological essence of 
man’s nature and his unconscious mental 
life. He put off dealing with the issues of 
adaptation to time, place and social con- 
ditions. Even now we are still trying to 
catch up with the conceptual complications 
of this one-sided orientation to personality. 


From the time of Freud’s early publica- 
tions, now some sixty-odd years, the excite- 
ment of evaluating and reevaluating his 
libido theory has hardly abated. Even today 
the fire of this controversy continues to 
burn, though less fiercely than it did twenty 
years ago. The issues, cooler now, to be 
sure, are very much with us still. 

Most of us would agree that the catego- 
rization of analysts, either as instinctual 
theorists or culturalists, is rather arbitrary. 
The urge to divide analysts into two broad, 
opposing classes is understandable but 
makes little sense. There is, I believe, some 
critical disadvantage in stereotyping ana- 
lysts, as is the case with actors in Holly- 
wood. While there are analytic schools 
which carry the flag for major differences in 
theory, the members of any one school often 
hold different opinions on a variety of theo- 
retical questions. Each analyst weighs the 
evidence in his own unique way and orients 
himself to the issues of personality theory 
accordingly. 

Since the riddle of personality is far from 
solved, it behooves us to be humble and 
to think through rigorously the significance 
of these differences. Just as long as such 
theoretical differences persist, we can be 
sure we do not yet have the right answer. 
This is why I consider my statement to be 
simply “a personal viewpoint.” 

As Flowerman? put it: “The task of ap- 
praisal is not an easy one. No non-delu- 
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sional person has the temerity to profess he 
knows exactly how to go about it. And yet 
the issues are too important to be left alone. 
Pure faith in psychoanalytic theory and 
method may be virtuous but not all virtue 
is its own reward.” 

Waelder? posed the question in these 
terms: “Is it man who creates his environ- 
ment, or the environment which shapes the 
individual? The individual creates things 
but the outside world—reality—determines 
the survival value of his creations. . . . 
Perhaps the environment in large measure 
controls which of the inborn drives of the 
child, or his ego drives, are encouraged or 
discouraged.” 

In this statement, Waelder crystallizes the 
dilemma with which psychoanalytic theo- 
rists have plagued themselves for many 
years: are the basic determinants of behav- 
ior biological or social? Is it biological force 
or the environment which is the primary 
factor in personality? In the light of present 
day knowledge, it can be said that this ques- 
tion is an irrelevant one, for which there 
can be no answer. Looking back, the real 
truth seems to be that psychoanalysts have 
plagued themselves with a needless and 
wrong kind of question. The posing of the 
dilemma in these terms, as I see it, both 
oversimplifies and distorts the real issue. 
When it is asserted that man creates things 
while reality determines the survival value 
of his creations, what is really implied is 
that it is man in the generic and plural 
sense, man emotionally interrelated with 
other men, and man related to his personal 
and social history who creates things, not 
the individual man in isolation. The source 
of creativity, then, is rather man’s effort to 
find meaning in the world of men, not man 
by himself. Again, when Waelder says the 
environment controls which of the inborn 
drives of the child or his ego drives are en- 
couraged or discouraged, we must recognize 
that the ego by definition incorporates the 
realities of social process. 

The conceptual approach to the opera- 
tions of personality which is here presented 
is the point of view primarily of a psychi- 
atric clinician, not that of a researcher or 
high-order specialist in theory. It is not a 
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static conception of personality. It is a ten- 
tative, groping, progressively evolving orien- 
tation. It makes extensive use of Freudian 
dynamics but emphasizes the adaptational 
approach to personality. The main impetus 
to an explicit formulation of this view came 
from my persistent bafflement with certain 
unsolved problems in the realm of child 
psychiatry and child psychotherapy. The 
effort to confront these questions led to a 
critical examination of analagous problems 
in the sphere of adult personality, problems 
for which no convincing answer could be 
found in the classical theoretical structure 
of Freud. Using the frame of a child’s inter- 
action with family as a theoretical model 
for the problems of adult adaptation to 
society, I arrived at certain tentative con- 
clusions which are the subject of this paper. 
In order to better communicate these, I 
must first offer some relevant background. 

The point of view which is offered here 
has been molded by a certain range of ex- 
perience in the practice of psychoanalytic 
psychiatry and the assimilation of the con- 
tributions of a broad group of workers in 
the psychiatric, psychoanalytic and related 
fields. Beyond Freud, I have been influ- 
enced by teachers who represent a variety 
of psychoanalytic schools of thought. In this 
group were included both “instinctualists” 
and “culturalists.” As my understanding 
grew, I became increasingly impressed with 
the work of those investigators who evinced 
a special interest in the problems of total 
personality, interpersonal relations and so- 
cial adaptation. To mention a few: Sulli- 
van, Erikson, Levy, Kardiner, Rado, Alex- 
ander, French, Horney, Masserman, Fromm 
and Fromm-Reichmann. Then came the in- 
fluence of contributions from related fields: 
neurophysiology, animal psychology, social 
science, field theory and communication re- 
search. The recent emphasis on the concept 
of circular causation as against linear 
cause-and-effect relations seemed especially 
important, as did the special studies of 
homeostasis of personality in relation to 
psychosomatic disorders. 

It may be useful to open this discussion 
with a summary of Freud’s theoretical con- 
tribution offered by Engel.1° Engel sums up 


ll 


NATHAN W. 


Freud’s contributions to medical thought 
as follows: 

“1. The concept of instincts with their 
internally and somatically derived sources. 

“g. The concept of a stable equilibrium, 
that the organism attempts to satisfy its in- 
nate needs, instinctually determined, avoid 
painful excitation and achieve a more or 
less stable equilibrium. — 

“g. The concept of conflict, that various 
needs within the organism as well as various 
demands of the external environment upon 
the organism may be mutually contradictory 
and hence conflictful. 

“4. The elucidation of the topography 
and economics of the psychic apparatus and 
the proof of the existence of unconscious 
mental forces. 

“5. The concept of a danger signal, anx- 
iety, warning of the threat of excess excita- 
tion arising from inside or outside the orga- 
nism and threatening its safety. 

“6. The concept of defense (more prop- 
erly adaptation) that is, the capacity of the 
psychic apparatus to initiate both psychic 
and physiological processes intended simul- 
taneously to avert dangers and assure satis- 
faction of instinctual needs. 

“7. The elucidation of the genetics of de- 
velopment, pointing the way to how genic 
and experiential factors may determine 
from conception to death what needs seek 
expression and through what channels and 
what adaptive devices are available and can 
develop in order to assure the satisfaction 
of the needs and the avoidance of damage 
or destruction at each period of develop- 
ment; inherent here is the idea of periods 
of critical vulnerability meaning that the 
organism is more vulnerable to certain 
stresses at certain periods of development. 

“8. The principles of inertia and econ- 
omy which imply that the organism tends 
to use successful adaptive devices of bygone 
periods to meet new stresses even when 
inappropriate to the current situation. 

“g. The concept of trauma, the forces 
which impair the organism’s development 
so that thereafter, the organism cannot mas- 
ter stress or meet new stresses.” 

I should like now to quote some cogent 
remarks from several of the psychoanalytic 
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investigators who endeavored to reconcile 
the polarities of the biological core of man 
and his integration into social life. 

French?! says: “In the early years of psy- 
choanalytic investigation Freud concen- 
trated his interest on the repressed and un- 
conscious parts of the personality. He 
resolutely postponed study of the ‘higher’ 
mental functions until he had thoroughly 
explored the unconscious. 

“Our use of Freud’s structural concepts 
has not really corrected Freud’s one-sided 
interpretation.” 

It was this deficiency in Freud’s concepts 
which impelled French to initiate his ex- 
tensive research on the integrative mecha- 
nisms of personality. 

Kardiner,? well known for his pioneering 
work in the fields of psychoanalysis and 
anthropology, says: “The libido theory was 
designed as a special theory of neurosis, not 
as a theory of adaptation. The arrival of 
ego psychology is testimony to this. . . . In- 
stead of trying to derive social evolution 
from ontogenesis, we try the opposite—to 
derive ontogenesis from social evolution. . . . 

“It is not repression that causes culture, 
but the reverse. .. . 

“Society is not an organism and cannot 
be described in terms of ontogenetic pro- 
“Freud (gave recognition) to the environ- 
ment but did not include it in his frame 
of reference. ... 

“The libido theory is incomplete, an 
over-simplification. (It) made a closed sys- 
tem or rather a self-sealing system, which 
meant pedanticism and limitation of re- 
search. ... 

“The libido theory is inadequate as a 
conceptual tool for investigation.” 

Erikson,‘ in Childhood and Society, says: 
“The drives man is born with are not in- 
stincts, nor are his mother’s complementary 
drives instinctive in nature. Neither carry 
in themselves the patterns of completion, of 
self-preservation, of interaction with any 
segment of nature; tradition and conscience 
must organize them. 

“Man’s inborn instincts are drive frag- 
ments to be assimilated, given meaning and 
organized during a prolonged childhood by 
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methods of child-training and schooling 
which vary from culture to culture and are 
organized by tradition. 

“He (man) learns to exist in time and 
space as he learns to be an organism in the 
time-space of his culture. 

“It was clear to him (Freud) and it be- 
comes clearer to us, who deal with new 
areas of the mind (ego), with different kinds 
of patients (children and psychotics), with 
new applications of psychoanalysis (society), 
that we must search for the proper place of 
the libido theory in the totality of human 
life. 

“We must be sensitive to the danger of 
forcing living persons into the role of mar- 
ionettes of a mythical Eros—to the gain of 
neither therapy nor theory.” 

Masserman,' in his effort to integrate the 
theories of psychoanalysis and biodynamics, 
offers a broad adaptational base for the 
theory of personality, He sets forth his bio- 
dynamic principles as follows: 

1) All organisms are actuated by their 
physiological needs. 

2) Every organism reacts, not to some ab- 
solute reality, but to its own interpretations 
of its milieu in terms of its individual 
needs, special capacities and unique experi- 
ences. 

3) Whenever the goal-directed activities 
of an organism are partially or totally frus- 
trated by external obstacles, the organism 
either changes its techniques in further at- 
tempts to reach the same goal or deviates 
its behavior toward a partial or complete 
substitution of goals. 

4) When two or more urgent motivations 
of an organism are in sufficiently serious 
conflict for the adaptive patterns attendant 
to each to be simultaneously called forth 
and when these are mutually exclusive to a 
point of paralyzing impasse, then the orga- 
nism experiences mounting tension and 
apprehension reaching various levels of 
anxiety, while its behavior, somatic and 
muscular, become progressively more ambiv- 
alent, poorly adaptive and _ ineffectively 
substitutive (i.e. neurotic), or, especially in 
the case of man, progressively more disor- 
ganized, regressive and bizarrely symbolic 
(i.e. psychotic). 
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Freud’s theoretical system did away with 
the old dichotomy of mind and body. It 
joined man’s mind to his biological equip- 
ment. It stressed organismic process, the 
vicissitudes of drives and the role of un- 
conscious mental mechanisms. Evidence to 
date, however, brings some of the limita- 
tions of this classical system to light. Freud’s 
concepts dealt mainly with partial psychic 
processes, those forces within personality 
which produce the pathological formations 
to which we give the name “symptoms.” In 
considerable part, the total patterns of per- 
sonality organization and the relation of 
these to the dominant modes of social adap- 
tation were neglected. To some extent, 
manifestations of unconscious experience 
were dissociated from the conscious organi- 
zation of experience and conscious striving 
for successful adaptation. Freud’s theory 
gives a one-sided emphasis to the erogenous 
zones and fails to lend itself to an inte- 
grated evaluation of the functions of per- 
sonality. It gives insufficient consideration 
to the non-sexual drives, overlooks the role 
of group membership in actual behavior. It 
isolates inner and outer reality. It omits the 
principle of self-image. 

In her book, Schools of Psychoanalytic 
Thought, Munroe says: “In his observation 
of the universal character of man’s inner 
development, Freud saw no alternative to 
the almost total rejection of theories that 
explain behavior by a scientific investiga- 
tion of the social conditions under which it 
occurred. . . . In Freud’s Vienna, it was 
easier perhaps to dichotomize instinctual 
drives and society.” 

Many of Freud’s disciples have speculated 
as to the meaning of Freud’s own ambiv- 
alent attitude toward his libido theory. 
Why in the vagaries of his change of mood 
did he tend to dismiss his theory as myth- 
ology and yet demand that it be taken liter- 
ally, with the utmost seriousness? 

Freud’s views were influenced by the 
biological orientation and mechanistic phi- 
losophy of his time. They reflect the then- 
current views of cause-and-effect relation- 
ship and were conceptually related to the 
laws of thermodynamics. These laws are 
presumed to apply to closed energy systems. 
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Man is a relatively open system. Outside 
influences and materials are absorbed, trans- 
formed and discharged by the living orga- 
nism. There is continuous contact and com- 
munication with the environment. 

On the thermodynamic laws I quote from 
Max Planck’s book: “Clausius summed up 
the first law by saying that the energy of the 
world remains constant; the second by say- 
ing that the entropy of the world tends to- 
ward the maximum.” 

Entropy signifies the transformation of 
energy from usable to non-usable forms. 
Planck then qualifies these laws as follows: 
the energy and the entropy of the world 
have no meaning because such quantities 
can have no accurate definition. (Does this 
apply to the quantity of energy of the indi- 
vidual organism?) 

“The energy of any system of bodies 
changes according to the measure of effects 
produced by external bodies. It remains 
constant only if the system be isolated.” 
(Does this bear on the problem of organiza- 
tion of energy within the organism and the 
change in energy produced by interaction 
with external bodies?) 

Planck continues: “Since, strictly speak- 
ing, every system is acted on by external 
agents—for complete isolation cannot be 
realized in nature—the energy of a finite 
system may be approximately, but never ab- 
solutely constant. 

“The more widely extended a system we 
assume, the more approximately will the 
energy remain constant (if action at a dis- 
tance be excluded). A small error will be 
committed in assuming the energy of our 
solar system to be constant. A smaller one 
if the system of all known fixed stars be 
included.” 

By this same token, the smaller and more 
circumscribed the system, the less will the 
energy remain a constant. The narrower 
the system, the greater the effect of external 
agents. The behavior system of the individ- 
ual organism is a narrow one. Therefore, 
the effect of external agents will be great, 
indeed, and individual personality should 

properly be interpreted as an open behav- 
ior system, 

From neurophysiology we derive the con- 
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ceptual principle that the same physiologi- 
cal phenomena which involve energy ex- 
change at one level of organization of the 
life process may parallel the exchange of 
information or a process of social communi- 
cation at another; energy exchange may be 
expressed by the communicating and receiv- 
ing of information and vice-versa, both pro- 
cesses being related to the same kind of 
underlying physiological phenomena. The 
communication of information from one 
part of the organism to another may be 
analogized to communication between one 
person and another. In other words, the 
communications between parts of the self, 
between psyche and soma, run parallel to 
the relation between the self and other 
selves. Also, from neurophysiology comes 
the principle that fundamentally whatever 
is organic is functional and whatever is 
functional is organic. “An idea or a series 
of ideas in the abstract cannot fire a neu- 
rone”; that is, an idea is some kind of bio- 
chemical process which involves energy 
transformation in the brain (Ralph Girard). 
Recently Heath et al® demonstrated record- 
able alterations in electrical potentials from 
the septal and hippocampal regions deep in 
the brain in patients responding to conflict- 
ing situations in their social milieu. From 
such animal psychologists as H. Birch’ 
comes data that behavior that has seemed 
to be inborn, fixed and instinctual is de- 
pendent for its specificity on particular 
kinds of social interaction between one part 
of the organism and another, as well as be- 
tween organism and environment. This is 
additional evidence, if any be needed, that 
heredity and environment cannot be de- 
fined apart from one another. As Ralph 
Girard® put it, the human being has “roots 
in his biological make-up and fruits in his 
human interrelations.” The interplay of 
genetic and other physiological processes 
with environment begins with conception 
and continues incessantly until death. Vital 
phenomena and the problems of adaptation 
must therefore be viewed in a broad bioso- 
cial frame. From the social sciences, particu- 
larly anthropology, comes the relativity 
theory and the cross-cultural approach to 
personality. Here behavior is viewed as be- 
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ing shaped by the individual's integration 
into a social system and raises the question 
of the dynamic relations of personality and 
social role. 

Particularly unclear in current psychoan- 
alytic personality theory are the relations 
of ego development and social interaction, 
the manner in which self-identity gradually 
emerges from the original symbiotic union 
of infant and parent, the entrenchment and 
expansion of such personal identity, the re- 
lations of personal identity to body image, 
the struggle to stabilize identity in the face 
of anxiety and conflict, to derive support 
for this identity from group integration, 
and the need to modify identity in accord- 
ance with the vicissitudes of maturation and 
social adaptation. 

The “either-or” approach, that is, that 
either the biological processes or social 
forces are the main determinants of person- 
ality is, in my opinion, no longer tenable 
in the light of present-day evidence. It is a 
polemic which raises a false and irrelevant 
question, one for which there can be no 
scientific answer. To dichotomize the bio- 
logical and the social components of the life 
process distorts the content of the problem. 
It invites prejudice and the taking of one 
side or the other by means of religious con- 
version rather than scientific formulation 
of the issues of behavior. It obscures some 
aspects of the relations of mind and body; 
it tends to perpetuate some misleading dis- 
tinctions between organic and functional; it 
confuses the relations of past and present 
determinants of behavior; it tends one- 
sidedly to over-emphasize individuality, to 
dissociate the individual organism from en- 
vironment, to confuse what is individual 
and what is social. 

Personality is the product of the inter- 
action and merging of the individual orga- 
nism and its environment, also the progres- 
sive differentiation of the organism from 
environment. It is the integrative instru- 
ment for the processes of adaptation. Be- 
ginning with birth, therefore, personality is 
bio-psycho-social. So is family; so is society, 
but at each of these levels the biosocial 
integration has different properties. 

Personality, family, social structure and 


culture patterns are regarded not as closed 
systems, or as separate and independent 
entities but rather as interrelated and inter- 
acting parts of a unified whole which 
change and shift over time. Individual and 
group are reciprocal and interdependent. 
Each influences the other selectively in the 
process of change. The intactness of indi- 
vidual personality is relative rather than 
absolute. Man is an open system; there is 
continual interchange of energy between 
the organism and its outer environment. 
The functions of personality are always 
dually oriented to internal processes and 
the social environment. Each direction of 
orientation influences the other. In a basic 
sense, then, individuality is relevant mainly 
to the physical separateness of the single 
organism; beyond that, behavior and mind 
are organized by processes of growth and 
socialization, social communication with 
parts of the self, the own body, and social 
interaction with others. Intrapsychic and 
interpersonal processes, therefore, can only 
be defined each in relation to the other. 
The homeostasis of the individual is regu- 
lated through the experience of interchange 
of energy between the interior of the orga- 
nism and the environment. Stability within 
the self and stability of interaction with 
environment are temporarily conditioned, 


_ interdependent phenomena. Stability of the 


internal mechanisms of the personality 
therefore rests to some extent on the con- 
tinuity and predictability of the social en- 
vironment. Under stress, stability within the 
self may be maintained transitionally by a 
radical shift in interaction with environ- 
ment, or stability of interaction with en- 
vironment may be maintained by a radical 
shift of stability within the organism. Over 
the span of time, stability within and sta- 
bility without are mutually contingent. 

The factors of heredity and environment 
can only.be defined, each in relation to the 
other. Heredity sets limits to the develop- 
mental potential of personality, but social 
experience lends it its concrete form. 

At birth, the infant is not a tabula rasa. 
There are significant hereditary and con- 
genital differences between one infant and 
the next. Infants vary in physical type, in- 
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tellectual potential, temperament, affectiv- 
ity, motor activity, metabolic pattern and 
nervous reactivity. Regardless of the consti- 
tutional anlage, it is the process of socializa- 
tion which patterns emerging behavior. 

Of all the species in the animal world, 
man is the least shackled to a fixed pattern 
of instinctually determined behavior. He is 
comparatively free of such automatized 
adaptation. The dependence of the human 
infant on the mother’s care and love is a 
long one. Deprived of this protective union, 
the infant cannot survive. But the plasticity 
and tremendous range of potential develop- 
ment of the individual comes at the cost of 
this enforced prolonged dependence of in- 
fant on mother. 

The child’s adaptation to his environ- 
ment and the progressive differentiation of 
his personality is viewed as a biosocial pro- 
cess. The channels of expression of physio- 
logical needs are organized by the social 
interaction of child and parent, which in 
turn reflects the personality of the parent, 
and the typical interpersonal relationships 
of the family group. The’ child-mother in- 
teraction can only be evaluated in the 
frame of the psychosocial structure of the 
larger unit, the family. Cultural influences 
are transmitted to the child through the 
parents acting as culture carriers. The fam- 
ily is the psychic agency of society, the cra- 
dle of personality. 

In this frame, the progressive stages of 
personality organization of the child are 
viewed as advancing levels of biosocial in- 
tegration with, and differentation from, the 
environment.® The basic drives of the child 
are evaluated within the frame of changing 
integrations of personality and changing in- 
tegrations of the individual into family rela- 
tionships. At each stage of maturation, 
drive, defense, perception of self, percep- 
tion of environment, conflict and anxiety 
are partial phases of integral units of adap- 
tation. The urges for food, love, preserva- 
tion of self and sexual expression are struc- 
tured by the continuous interplay of image 
of self, and image of interpersonal experi 
ence with the significant others in the fam- 
ily. Behavior is goal-directed. Pleasurabl¢ 
experience is sought, pain avoided. Anxiety, 
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mounting to critical intensity, may induce 
disorganization of adaptive patterns, a lag 
or distortion of perception of current real- 
ity, and may give rise to the phenomena of 
regression and fixation. Aggression is not 
conceived as a death instinct, but rather as 
a defense, a means of control of environ- 
ment, counteracting frustration and anx- 
iety, and asserting the identity of the self in 
interpersonal situations. Unconscious men- 
tal phenomena achieve meaning only in the 
time-space continuum of the social develop- 
ment of personality. 

The orifices of the body, the skin, the ac- 
tivity of internal organs and muscle systems 
may be conceived not only as zones of ex- 
perience of pleasure and avoidance of pain, 
but as somatic agencies for the interchange 
of energy between the inner and outer en- 
vironment, and also as sub-verbal means of 
interpersonal communication. The language 
of the body conveys messages to significant 
other persons regarding the dominant af- 
fective mood, states of need, pleasure or 
apprehension of danger. At each stage of 
maturation, it is the balance of the primary 
affects, pleasure in love relations, rage, fear 
and anxiety which governs interpersonal 
adaptation, and through this determines 
healthy forward development of the indi- 
vidual or regression. 

From birth on, we may suppose that there 
is continuous interplay between the dispo- 
sition to narcissistic withdrawal to self and 
the urge for interpersonal contact and com- 
munication. This polar and conflictful ori- 
entation to self and to others is differently 
organized at each stage of maturation. The 
capacity for tender union with others, for 
emphatic communication and contact, for 
identification is present early. The capacity 
for tender, loving relations may be con- 
ceived as an expression of the basic social 
nature of man rather than as a secondarily 
desexualized drive. With healthy matura- 
tion, tenderness and sex become merged. 
The capacity for tender closeness is en- 
hanced by satisfaction of basic needs and is 
crippled and marred by deprivations of a 
traumatizing nature. 

The conceptualization of the relations of 
the homeostatic functions of personality to 
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the task of social adaptation requires the 
interpolation of the phenomenon of social 
role. This is the necessary bridge between 
the processes of intrapsychic life and those 
of social participation. The remarks which 
follow are drawn largely from a previous 
publication.® 

Social role is conceived as synonymous 
with the operations of the “social self” in 
the context of a given life situation. The 
“social self,” contrasted with the “private” 
self, emphasizes those forces of personality 
which are externally oriented. The “pri- 
vate” self may be conceived as the social 
relation of I and me, a kind of relatedness 
of I and me that minimizes the impact of 
other persons. This is equivalent to the dis- 
tinction of the inner self and outer self. 
The relations of I and me, the expressions 
of the inner self, are presumed to be more 
constant; the expressions of the outer self, I 
and they, less constant. The inner self may 
be realized, even enhanced, in the expres- 
sions of the outer self. Or the inner self 
may be submerged or denied in the vicissi- 
tudes of adaptation of the outer self. Some- 
times, the outer self provides protective 
coloring, a mask required for safe adapta- 
tion. The inner self represents the private 
inner core of the being, the inner experi- 
encing of the life of the body; it is the 
essence of individuality and yields least to 
social exigency. 

Individual personality can fit itself to a 
range of social selves. This is the capacity 
of personality to make fluid changes in 
form in accordance with the adaptational 
requirements of the individual's position in 
society. 

The orientation of this action phase of 
the personality presupposes a set of goals 
and values commensurate with the individ- 
ual’s position in the given group. It involves 
the interplay of image of self and image of 
reality in terms of interpersonal relations, 
the mobilizing of specific techniques of con- 
trol of these relations, specific defenses a- 
gainst anxiety and, within the context of 
this role, adaptation, the effort to find solu- 
tions to personal conflict and achieve satis- 
faction of personal need. Such role adapta- 
tion reflects the assertion or subordination 


of a particular image of self, compliance 
with or protest against the perceived re- 
quirements of accommodation to the per- 
sons fulfilling the reciprocal roles. 

The success or failure of adaptation in- 
fluences the quantity of anxiety. The anx- 
iety in turn influences the success or failure 
of this adaptation. In one role, the individ- 
ual finds it easier to solve conflict, in an- 
other more difficult. In one role, the weak- 
ness or defects of personality are maximized 
and produce serious consequences. In an- 
other, these consequences may be minimal 
or even counteracted. Each role calls forth 
a mobilization of different defenses and 
different reality skills. The degree of success 
or failure of role adaptation is partly con- 
tingent on the measure of support the indi- 
vidual derives from his position in the 
group. 

The internal forces of personality remain 
stable only so long as the individual is able 
to shift his relation to the environment ac- 
cording to need. Such adaptive change may 
involve a radical shift of inner equilibrium 
or the effort to change the environment and 
thus avoid the need for changing the in- 
ternal balance of personality. 

The relations between individual and so- 
ciety may, in some senses, be analogized to 
those between child and mother. The emo- 
tional tendencies of child and mother may 
at times be mutually complementary; at 
other times mutually opposed. The child 
incorporates selected parts of the mother 
which may strengthen or weaken its own 
evolving self. Similar principles pertain to 
the adaptive relation of the adult and wider 
society. In a strict sense, the genetic process 
of individuation is never complete. Individ- 
uation is successful only to the extent that 
healthy emotional union is maintained. A 
child never completely separates its psyche 
from parental influence; only a state of rela- 
tive biosocial independence is ever attained 
and this is contingent on the preservation of 
a satisfying quality of togetherness. This 
principle applies to the child’s need of 
mother, the adult’s need of society. It re- 
flects the fundamental importance of the 
union of individual and family identity. 
Healthy separation of individual identity 
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depends on preservation of a secure union 
of individual and family identity. 

It is common knowledge that certain in- 
dividuals are capable of integrating their 
personalities in a given form only as they 
derive support for such integration from 
the social environment. In this sense, cer- 
tain levels of adaptation are parasitic. The 
stability of self is conditioned on the sup- 
port of the environment. 

The relations of personality and environ- 
ment may also assume the opposite expres- 
sion, that is, the personality in striving to 
integrate a certain social role achieves it 
only in the context of continuous opposi- 
tion to the environment. This is an instance 
of an inverted form of dependence on social 
environment. 

Such reactions are exemplified in cases of 
automatized obedience to environment pres- 
sures or habitual defiance. 

Greater degrees of maturity and self- 
strength are possible only through the 
maintenance of “togetherness” or identifi- 
cation. 

These formulations provide useful clues 
to the issues of mental health and illness, 
successful and failing adaptation. Mental 
health signifies successful adaptation, which 
means adaptation, which assures survival 
and fosters development. Ill health or fail- 
ing adaptation threatens survival and im- 
pairs development. From what has been 
said, it is apparent that the same individual 
may adapt successfully in some levels of 
social integration and fail in others. That 
is, the same individual may have compo- 
nents of personality which are healthy, 
others sick. The ultimate outcome in be- 
havior is a function of the relative balance 
between units of successful and failing 
adaptation. 

In this paper I have endeavored to pro- 
ject a point of view concerning present-day 
controversies in the realm of personality 
theory. This should not be construed as a 
fixed or static interpretation but rather 
one which is tentative, growing and con- 
tinuously open to further modification 
through the accretion of new evidence. It 
does seem likely that further progress in 


the understanding of mental illness and 
mental health will be possible if we try now 
to conceptualize the phenomena of uncon- 
scious conflict and symptom formation in 
the broader frame of a definition of the 
patterns of total personality and corre- 
sponding modes of social adaptation. Neces- 
sarily, this entails an extension of the di- 
mensions of personality to include the 
dynamic link between individual and group, 
intrapsychic processes and interpersonal re- 
lations, and an explicit formulation of the 
processes of role adaptation. 
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The Association for the Advancement 
of Psychoanalysis 


In the past year the Association continued 
to fulfill its various organizational aims. 

To advance psychoanalysis, papers of 
wide interest were presented at meetings 
held at the New York Academy of Medicine. 
The increasing addition of guest speakers 
working within other frames of reference 
enhanced the value of this activity. At meet- 
ings limited to the membership and the 
candidates of the American Institute for 
Psychoanalysis, original contributions were 
made by candidates and members which 
aroused lively discussions. 

The significant annual event—the An- 
nual Karen Horney Lecture—was pre- 
sented at the New York Academy of Medi- 
cine on March 28, 1956. It was preceded by 
a dinner in honor of the guest speaker, Dr. 
Frederick H. Allen. The attendance, and 
the response, indicated the it.portance of 
this event and the pleasure with the paper, 
which gave adequate acknowledgement to 
Horney’s contributions to psychiatry. 

This year the Association presented a 
Round Table discussion on “What Is Effec- 
tive in the Therapeutic Process?” at the 
meeting of the American Psychiatric Asso- 
ciation in Chicago. The members of the 
panel from the Association included Dr. 
Bella S. Van Bark, moderator; Drs. Louis 
E. DeRosis, Elizabeth Kilpatrick and Fred- 
erick A. Weiss. The outside participants 
were: Drs. Silvano Arieti, Marianne Horney 
Eckardt, Leslie Farber and Lewis Wolberg. 
This event was exceedingly well attended 
and aroused considerable interest in the 
audience. Members of the Association have 
lectured widely at medical groups within 
and without New York City. 

The Association continues to publish two 
issues a year of the “American Journal of 
Psychoanalysis” and has considerably in- 


creased its circulation. The article by Dr. 
Harold Kelman, “Psychoanalysis and Sci- 
ence,” was translated into Spanish and pub- 
lished in Madrid in Revista de Psicologia, 
General y Aplicada (Vol. 10, No. 33, 1955-) 
Dr. Alexander R. Martin has contributed 
a chapter to the volume, Progress in Psy- 
chotherapy (1956) on “The Whole Patient 
in Therapy.” An ACAAP pamphlet by Dr. 
Frederick A. Weiss on “Physical Complaints 
of Neurotic Origin” has been included in 
the new Modern Library Outline of Ab- 
normal Psychology. 

In cooperation with the Auxiliary Coun- 
cil to the Association, a program directed 
toward community education was presented 
during the year. Members and candidates 
participated in the events. The program 
was comprised of four lectures to the pub- 
lic: Anger, Hate and Jealousy (Drs. Eleanor 
Crissey and Norman J. Levy); Love and 
Sex in Health and Neurosis (Drs. Frederick 
A. Weiss and Harry Gershman); Can We 
Prevent Juvenile Delinquency? (Dr. Geof- 
frey F. Osler and Gerald T. Niles); and 
Combining Group and Individual Psycho- 
analysis (Drs. Albert L. Deutsch and Louis 
Landman). Two seminars were given for 
members of ACAAP: Freedom from Self- 
Frustration—A Human Struggle (Dr. Jason 
Miller), and Selfishness-Selflessness-Self In- 
terest (Dr. Louis A. Azorin). There were 
five discussion groups: Success in Marriage 
or Single Life (Dr. Abe Pinsky); The In- 
dividual and his Religion (Dr. Jack L. 
Rubins); Emotional Security in Social Rela- 
tionships (Dr. Leon Gottfried); Possibilities 
through Psychoanalysis (Drs. Albert L. 


Deutsch, Ada C. Hirsh and Louis Land- 
man); and Emotional Factors in Speaking 
(Dr. Dominick A. Barbara). Several new 
pamphlets, which were summaries of previ- 
ous lectures, also were published this year. 

The membership continues its efforts to- 
ward solidifying and integrating in mutu- 
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ality with the other associated groups. It Technique Lectures Project. Two papers 
has given freely of its time and strength to were submitted to the Journal. Dr. Isidore 
the Karen Horney Clinic and to the teach- Portnoy was appointed Associate Dean. 

ing program of the American Institute for At the Annual Membership Meeting on 
Psychoanalysis. This has been a year of November 13, the following gave their an- 


growth and increasing clarification of im- nual reports: President, Dean, Treasurer, 
mediate goals and future directions. Chairmen of the Membership and Griev- 
BELLA S. VAN BarK, M.D. ance Committees. Proposed amendments to 
President the constitution regarding requirements for 


membership were discussed. 

At the December meeting the Board em- 
powered the Medical Director of the Clinic 
to transmit its feeling to the Karen Horney 

BOARD OF TRUSTEES Foundation that no Doctor of Medicine or 
any non-medical personnel practicing any 

Expanding activities of The American form of psychotherapy be allowed to serve 
Institute for Psychoanalysis during the past on its Board of Trustees. Further, that any 
year have necessarily increased the respon- necessary clarification be provided in its 
sibilities of its staff. Steps have been taken amendments to its bylaws and charter, if 
to lighten the individual load and to _ need be, in order to safeguard the high 


American Institute for 
Psychoanalysis 


broaden the base of participation. standards and present functioning of the 
The Board met nine times. There were Clinic. The following gifts were received: 
two Membership Meetings. $2,000 from Mr. N. Shainberg, in the name 


2 At the June meeting, the Board moved of the Sam Shainberg Foundation, and 
in favor of including work in the Clinic as $1,000 from Dr. Harold Kelman. 
part of the training program and dele- At the January meeting, Dr. Abe Pinsky 
gated Dr. Paul Lussheimer, Clinic Director, was appointed consulting member to the 
to arrange procedures to inform the Insti- Treasurer of the Board of Trustees. The 
tute of candidates’ work. At the October policy was established that work in the 
meeting Dr. Harold Kelman gave a report Clinic will begin one year after matricula- 
of his European trip, in accordance with tion and that new candidates be invited to 
the Resolution of the Board at its June attend staff conferences at the Clinic during 
meeting. This report included meetings their first year. The Medical Board of the 
with Dr. Gustav Bally, of Zurich, who isin Clinic also was appointed to serve as the 
charge of the psychoanalytic training pro- Clinic Committee of the Board of Trustees. 
gram of the residents at Biirgholzli, where At least one member of the Medical Board 
Dr. Manfred Bleuler is chief. Drs. Medard shall be a member of the Board of Trustees 
Boss, of Zurich, and Toos Versteeg, of Hol- of the American Institute for Psychoanalysis. 
land, both training analysts, also were vis- Dr. Paul Lussheimer was appointed as 
ited, as well as Dr. Henry Sigerist, retired Chairman of the Clinic Committee. 
: Professor of Medical History at Johns Hop- The February meeting was devoted to 
: kins University, and Dr. Joshua Bierer, of | pending matters. 
London, Editor of the “International Jour- At the March meeting, the Board a 
nal of Social Psychology.” pointed Drs. Ada Hirsh, Isidore Portnoy 
The Dean’s Reception was again a very and Sarah Sheiner as Training and Super- 
successful affair. The resignations from  vising Analysts on the recommendation of 
the Faculty Council of Drs. Paul Lussheimer the Faculty Council. At this meeting the 
and Elizabeth Kilpatrick were accepted with various categories of lecturers for the year 
regret. Drs. Harry Gershman and Sara 1956-1957 were appointed. 
Sheiner were elected to fill out their terms. At the April meeting, proposed revisions 
At the November Board meeting Dr. to the constitution were approved by the 
Kilpatrick reported on the Karen Horney Board and a resolution passed to recom- — 
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mend to the membership that these revi- 
sions be adopted. A Constitution Commit- 
tee was appointed to study and formulate 
recommendations. 

At the Annual Membership Meeting on 
April 22, the following gave their interim 
annual reports: President, Treasurer and 
Dean. Drs. Frederick A. Weiss, Joseph 
Vollmerhausen and Nathan Freeman were 
elected Trustees for a term of three years. 
The membership approved the recommen- 
dation of the Board of Trustees that there 
be a minimum of two Faculty Meetings a 
year. The membership passed a motion to 
recommend to the Board of Trustees that 
it consider ways and means of greater in- 
tegration between the Association, the can- 
didates and the Institute and that it con- 
sider the advisibility of meeting with 
representatives of these groups to consider 
revising the quality and quantity of the 
scientific meetings so that their attendance 
and spirit might be improved. A motion 
was passed to eliminate from the Constitu- 
tion the categories of Associate and Aux- 
iliary Members and necessary changes in all 
parts of the Constitution were made. 

At the May meeting the following were 
elected: President, Dr. Nathan Freeman; 
Vice-President, Dr. Harry Gershman; Treas- 
urer, Dr. Frederick A. Weiss; Secretary, Dr. 
Joseph Vollmerhausen; Members of the 
Faculty Council, Drs. Harry Gershman and 
Joseph Vollmerhausen. 


NATHAN FREEMAN, M.D. 
President, Board of Trustees 


The Dean 


In the past year we have continued with 
our objective of improving our training 
program, building on the past experience 
and efforts of many, adding and revising 
according to the ever-changing needs of the 
Institute. Personnel changes in the Faculty 
Council have lost for us the wisdom and ex- 
perience of older members and gained for 
us the new and fresh viewpoints of younger 
colleagues. It also has helped toward broad- 
ening the base of participation and di- 
minishing the burden of work that some 


have been carrying in the Institute and in 
our affiliated organizations. This is a policy 
we are attempting to effect in the Institute 
so that there will be more time available for 
creative efforts and leisure and for commu- 
nicating our ideas to others. I refer here to 
participating in the scientific programs of 
other organizations, acting as staff members 
in other institutions, and writing for other 
publications than our own Journal. 

Broadening the base of participation re- 
quires opportunities for supervised and co- 
operative experiences. Within the Faculty 
Council we have been attempting more 
delegation of functions among its members. 
In preparing the curriculum we have dele- 
gated to the Chairman of each course the 
responsibility for contacting his co-workers, 
working with them in the preparation of 
the written material to be included in the 
curriculum, the supervision of the course 
when it is being given, and the submission 
to the Faculty Council of a report on the 
course after it has been completed. We hope 
these reports will add valuable supplemen- 
tary information to the course evaluations 
made by the candidates. 

At the same time, to add substance to the 
feeling of cooperation, the chairmen of 
courses and their co-workers have partici- 
pated with the Faculty Council in the prep- 
aration of the content, organization and the 
spirit in which the course is to be con- 
ducted. 

Within the Faculty Council we have ro- 
tated as members of the Admissions Com- 
mittee so that all might gain experience in 
this important function. In order for mem- 
bers of the training staff not on the Faculty 
Council to benefit from discussion of the 
many important matters relating to train- 
ing and to give them a feeling of closer in- 
tegration with the work of the Faculty 
Council, they are being invited to partici- 
pate in its meetings from time to time. 
These occasions are the admission of can- 
didates to training, advancement to senior 
status and certification. They will continue 
to be asked to present their work with can- 
didates at specified intervals, particularly 
in the early years of their mutual work. 
Through this policy the Faculty Council 
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wishes to encourage in the whole training 
staff a greater feeling of commonality of 
aims and availability for being helpful in 
the problems that may come up at any time 
in the personal and supervisory work of 
candidates. 

To further this feeling of integration, a 
meeting of the training staff was held, in 
which most of the time was devoted to 
discussion of what might be regarded as suit- 
able qualifications to become a candidate- 
in-training in psychoanalysis in our Insti- 
tute. Discussion also was begun on problems 
relating to evaluation of candidates, on 
progress at frequent intervals during the 
earlier years of their analyses, to determine 
the advisability of their continuance as can- 
didates. An additional focus in the discus- 
sion was on the help the training analyst 
might get from such conferences with the 
Faculty Council. Further such meetings are 
planned, as well as meetings with the staff 
of supervising analysts and with the whole 
teaching staff. 

Broadening the base of participation has 
made possible the opening of opportunities 
for teaching to more of our colleagues in- 
terested, able and willing to put in the 
necessary effort to constructively contribute 
to the Institute’s teaching program and to 
themselves. Our hope is that in time there 
will be sufficient experienced personnel so 
that more instructors will teach only one 
course a year, more will teach in courses of 
their special interest, more elective seminars 
will become possible, and more free time 
will become available for creative living in 
whatever ways each may wish to experience 
it. An enlarged, experienced staff will make 
possible more frequent sabbatical leaves 
from teaching for leisure, for writing and 
for participation outside of our own or- 
ganizations. 

We feel that there has been a steady im- 
provement in the quality of many aspects of 
our training program and in its administra- 
tion. Also we feel cognizant that much more 
remains to be done. However, there is one 
problem that requires our urgent and 
wholehearted attention—the diminution in 
the number of applicants for training. We 
are aware that many factors have contrib- 


go 


uted to this tendency, within and outside 
of the whole field of psychoanalysis. An ex- 
ploration and expansion within our possi- 
bilities is essential. Much of what has been 
said in this report has been to delineate 
the preparations already made, the measures 
already taken and suggestions to be investi- 
gated for moving forward toward resolving 
this crucial and immediate situation. 


Harowp KELMAN, M.D. 


Candidates’ Association 

At the time I was elected President of 
the Candidates’ Association, I remarked 
that I felt we were in a period of “transi- 
tion.” After assuming office it was evident 
that along with this there was some “tight- 
ening” to be done. 

The transition had to do with extending 
ourselves where we would be more open to 
the public and to professional colleagues. 
To the extent that our direction was mov- 
ing in a more clinical fashion with the open- 
ing of the Karen Horney Clinic, which in 
effect depended upon our membership, it 
was necessary to consolidate our group so 
that we could benefit more from this ex- 
pansion. 

A complete revision of the Institute’s re- 
ferral system was accomplished with the 
help of the Faculty Council. Dr. Robert 
Sharoff, our Chairman, reports that in its 
operation we are able to keep a record of 
every referral and its ultimate disposition. 
The system was gratefully accepted by the 
Candidates. Good support was given to our 
three all-participation functions: the Dean's 
Reception, the Annual Karen Horney Lec- 
ture and Dinner at the Academy of Medi- 
cine, and the Clinic Cocktail Party at the 
home of a member of the Board of Trustees. 
While our Annual Candidates’ Dinner 
Dance hobbled along in its initial stages, it 
turned out to be a very enjoyable evening, 
which placed surprisingly little strain on 
our treasury. Special thanks must be given 
Dr. Deutsch for his valiant job. The Bul- 
letin continued in its usual fine fashion 
through the special efforts of Dr. Gendel. 

For the future I would like: 1) a liaison 
member from the Faculty who could advise 
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the President on procedural aspects for 
further reference of business after the Can- 
didates have discussed the issue; 2) a de- 
crease in the regular number of Candidates’ 
meetings, and a 3) continuation of the 
“practical aspects of analysis” as part of the 
meeting. 

As a parting word, I am greatly encour- 
aged by our direction: tightening the busi- 
ness aspects and in transition toward a 
more clinical outlook. 


GERALD T. Nites, M.D. 
President 


Karen Horney Clinic 


The Karen Horney Clinic was opened 
officially on May 6, 1955, and the medical 
staff started functioning on May 11, 1955. 
This report deals with the period of clinic 
operation from the opening to June go, 
1956. 

Preparations for the clinic had started 
years before its opening, and two organiza- 
tions cooperated to make the clinic become 
a reality: doctors affiliated with the Ameri- 
can Institute for Psychoanalysis worked on 
the medical policies, while a group of social- 
minded and experienced people attended 
intensively to the administrative matters. 
The purpose of the clinic is to provide low- 
cost psychoanalytic service to people who 
cannot afford private therapy; at the same 
time the clinic becomes a valuable adjunct 
to the training and research purposes of the 
American Institute for Psychoanalysis. 

In the first year of its existence the clinic 
has already proved it value in every respect 
and we look forward to its continuing to do 
so. This value has been recognized very 
early by the great majority of the doctors 
of the American Institute for Psychoanalysis 
and they have demonstrated their belief in 
the clinic as a community service and as a 
medium for training by serving on the 
medical staff without remuneration and by 
volunteering for lectures. 

The number of doctors working in the 
clinic during the first year was fifty-seven 
and the doctors contributed about 6,500 
therapy hours. However, total patient serv- 
ice, including individual and group therapy, 


gl 
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supervision, screening and administration, 
amounts to 9,000 donated doctor hours an- 
nually. The total number of patients 
screened during this period was 216, of 
whom 126 were assigned to therapy. While 
in the beginning individual therapy was the 
only method used, a group therapy pro- 
gram was introduced in January, 1956. As 
group therapists, only doctors were chosen 
whose many years of experience in this par- 
ticular field was established; all of them 
are members of the Group Therapy Section 
of the American Institute for Psychoanalysis. 

The selection of patients followed the 
principle expressed by the Medical Director 
at the opening of the clinic.t A prerequisite 
for all patients is that they should be in a 
low income group; fees are regulated accord- 
ing to ability to pay. The maximum fee per 
session is $6.50. The considerations in se- 
lecting patients as far as the medical aspect 
is concerned put the emphasis on need for 
treatment and prognosis. In contrast to 
similar considerations in private practice, 
one factor is added in the selection of clinic 
patients: the value such a treatment may 
have not only for the individual but also 
for the community. The individual who 
works in a factory or as a teacher may affect 
other persons unfavorably; he will have a 
priority in view of the tasks of mental hy- 
giene with which the clinic is concerned. 
The clinic has limited its patient intake to 
individuals whose neurosis is evident and 
accessible to therapy. 

Although the work in the clinic has just 
begun and its newness does not permit too 
much emphasis being put on research proj- 
ects, some doctors have already presented 
interesting research ideas to the Medical 
Board of the clinic. 

The clinic, which was licensed by the 
New York State Department of Mental Hy- 
giene on June 18, 1956, has received the ap- 
proval of the New York City Community 
Mental Health Board and will be included 
in the program of this agency. 

LussHEIMER, M.D. 
Medical Director 


1 American Journal of Psychoanalysis, XV:168 
(1955). 
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HALL-BROOKE 


An Active Treatment Hospital 

A licensed private hospital devoted to active treatment, analytically-oriented 
psychotherapy, and the various somatic therapies. 

A high ratio of staff to patients. 


Large occupational therapy building with a trained staff offers complete facili- 
ties for crafts, arts and recreation. Full program of outdoor activities. 


Each patient is under constant, daily psychiatric and medical supervision. 
Located one hour from New York on 120 acres of Connecticut countryside. 
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PSYCHIATRY 


The First Quarterly Journal in this Field 
VOL. Il. WINTER 1957 


This issue publishes articles by:— 


WILuiaM A. Harvey, U.S.A. —Changing Syndrome and Culture: Re- 
cent Studies in Comparative Psychiatry. 

E. K. LEDERMANN, Great Britain. —A Review of the Principles of Adlerian 
Psychology. 

J. SAwWLE THomas, Great Britain. —Administration in Psychiatry and its 


Therapeutic Implications. 


I. H. ABDELHALIM, Egypt. —Factors Related to the Attitude of 


Adults Towards Relations Between 
the Sexes in a Specific Culture. 


R. J. STANLEY, AND —A Survey of Residential Licenses From 
H. C. Gunssure, Great Britain. a Mental Deficiency Hospital. 
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Reports and Reviews. 
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£2. or $8 for Hospitals, Libraries, Firms, Government Offices etc., £1.5s-—or $5 
for individual subscribers who certify that the Journal is for their personal use. 


All enquiries should be addressed to: 
The Secretary, 


THE INTERNATIONAL JOURNAL OF SOCIAL PSYCHIATRY 
9, Fellows Road, 
LONDON—N.W.3.. 
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ACCEPTANCE 


THE HEART OF THE DEVEREUX Schools’ 
technique is “acceptance” of each 
individual child, whatever his func- 
tional level of performance or his 
present degree of maturity. He 
comes to feel that the professional 
staff members with whom he comes 
into contact have faith in his ca- 


pacity for growth. 


To assist in this the staff provides 
the student with a wide range of 
therapies—medical or psychiatric 
treatment, psychological counseling, 
or psychoanalysis when indicated. 
The same staff evaluates every boy 
or girl on admission, in order to 
determine individual needs and to 
ensure proper placement in which- 
ever of the score of home-school 
units that is best suited to his needs. 


Professional inquiries should be addressed to John M. Barclay, Director of Development, or Charles 
J. Fowler, Registrar, Devereux Schools, Devon, Pa. For the western states, address Joseph F. Smith, 
Superintendent, or Keith A. Seaton, Registrar, Devereux Schools, Santa Barbara, Calif. 
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